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Technical Procedures in Difficult Situations in 
Resections of Duodenal and Gastrojejunal Ulcers 


RUDOLF NISSEN, M.D., F.I.C:S. 
NEW YORK, N. Y. 


stump is, in spite of technical prog- 

ress in gastric surgery, one of the 
most frequent causes of death after 
gastrectomy. The danger is increased 
when the duodenum itself is involved in 
the pathological process as in ulcers 
of the pylorus and duodenum. In these 
cases it is often impossible to effect one 
of the typical methods of invagination 
of the duodenal stump. An atypical pro- 
cedure is indicated. The more resection 
becomes the method of choice, the more 
the atypical procedures gain in value 
and importance. This is due to the fact 


J stntay in, in spit of the duodenal 


that duodenal ulcers are much more 
frequent than those of the stomach. 
Kelling,’ Devine,? von Eiselsberg* and 
Finsterer* found a special way of avoid- 
ing the difficulties encountered in du- 
odenal resections. Their method of 
pyloric exclusion by subtotal gastrec- 
tomy would never have gained the popu- 
larity it has today if surgeons, operating 
for ulcer, did not hesitate extending the 
resection as far as the duodenum. AlI- 
though this is not the proper place to 
discuss all the drawbacks of the exclu- 
sion method, even with the modification 
of Bancroft,> Wolfson and Rothenberg® 
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and others who extirpate the mucous 
membrane of the remaining pyloric part, 
future experience will show that the 
number of marginal ulcers will not differ 
essentially from the number of those 
that appear after gastroenterostomy. 
Finsterer’ himself admits 4,8% post- 
operative marginal ulcers. Besides, in 
spite of that operation perforations and 
bleeding of the original ulcer occur.” 
Ogilvie® at first a partisan of the exclu- 
sion method published his end-results in 
1938. They were so disappointing that 
he is very frank in condemning this 
operation. However, as long as there 
was no other procedure which is quite 
free of danger, this mode of resection 
could be considered an adequate com- 
promise. 

It is surprising that the percentage of 
the socalled ‘‘non-resectable’’ ulcers 
varies with the various surgeons who 
reported on their cases. 


Mandl, 1931 58% of inoperable ulcers 
Jacobovici, 1932 50% of inoperable ulcers 
Zuckschwerdt and z 
Eck 19% of inoperable ulcers 
Berger 8% of inoperable ulcers 


Still more interesting is the fact that 
one and the same surgeon has found that 
the percentage of non-resectable ulcers 
varies in the course of several years. 


Finsterer Previously 16,6%...... now 6% 
Fléreken Previously 20,0%...... now 10%° 
Ruge Previously 80,0%...... now 3% 


We cannot assume that that remark- 
able decrease of ‘‘nonresectable’’ ulcers 
may have been caused by a constant 
change of the patients treated for ulcer. 
That decrease rather leads to the con- 
clusion that increasing experience in 
atypical duodenal resections has modi- 
fied the conception of ‘‘non-resectabil- 
ity.”? 

Although surgeons with experience in 
gastrectomy may have developed their 
own method of the atypical duodenal re- 
section, there is still a paucity of publi- 
cations on this subject. 

After our first publication (1933)?° 


Gohrbandt (1933),1! Bsteh (1935),'* 
Koch (1935),!* R. Graham (1936)** pub- 
lished procedures similar to ours. 


MODIFIED CLOSURE OF THE DUODENUM IN 
RADICAL OPERATION OF DEEP 
DUODENAL ULCERS 


The technical principle of the method 
consists mainly in extensive mobilization 
of the anterior wall of the duodenum. 
However, if the anterior wall is contract- 
ed by cicatricial scar tissue then the 
method about to be described cannot be 
used. But to be sure real cicatricial con- 
tracture of the duodenal wall is remark- 
ably rare; as a rule the contracture is 
merely a simulated one being due to 
peri-duodenal adhesions the sharp or 
blunt dissection of which is an essential 
part of the procedure. One is repeatedly 
surprised how extensively and easily the 
freeing of the anterior duodenal wall is 
possible. 





Freeing the anterior wall of the duodenum 


Fig. 1. 
from periduodenal adhesions. 


The subsequent description of the 
operative technique is in reference to 
ulcers of the posterior duodenal wall 











um 
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which constitute by far the majority of 
so-called ‘‘non-resectable’’ ulcers. 

We refrain here from any mobiliza- 
tion of the posterior duodenal wall be- 
cause of the following reasons: 

If the ulcers of the posterior wall have 
invaded the area of the papilla, the 
ductus pancreaticus or the common duct 
may suffer from injuries caused by that 
procedure. Those injuries are, of course, 
repairable, but that repair would involve 
an enormous and additional risk. Be- 
sides, after the posterior wall of the 
duodenum had been freed from the in- 
flammatory adhesions, the tissue having 
been denuded of its serosa and deprived 
of its blood vessels may become ne- 
crotic. 





Fig. 2. Exposure of the ulcer area. The duodenal 
ulcer situated on the posterior wall has penetrated 
into the pancreas. The duodenum is divided as out- 
lined by the dotted line. This procedure is particu- 
larly indicated in large duodenal ulcers. 


Rather is the ulcer freed by the meth- 
od shown in the illustrations Figs. 2 and 
3. In cases of small ulcers it is prefer- 
able to open the anterior duodenal wall 
immediately below the pylorus and to 
incise the posterior wall from within, of 


course only after the pylorus has been 
sufficiently mobilized. To prevent escape 





Fig. 3. In small ulcers of the duodenum the ante- 
rior wall is opened first. The escape of duodenal 
contents is prevented by a sponge introduced into 


, the duodenum and secured by a thread as shown in 


the illustration. The division of the posterior wall 
of the duodenum is carried out along the indicated 
line. 


of duodenal contents a large sponge, 
attached to a long string, is inserted into 
the duodenum. 

In cases of large ulcers of the poste- 
rior wall the opening of the duodenum 
is better made in the posterior wall. 
Here the dorsal wall of the crater of the 
ulcer is incised and from there the dis- 
section proceeds through the remainder 
of the duodenal wall. 

The ulcer is not excised. If large ves- 
sels are visible at the base of the crater 
these are ligated. 

Closure of the ulcer is achieved in the 
following manner: the first line of su- 
tures includes the indicated duodenal 
wall and the opposing margin of the 
crater. Fig. 4. The second, invaginating 
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suture, again passes through anterior 
duodenal wall and its distal margin. Fig. 
5. Since the peritoneal coat of the pan- 
creas is usually thickened, due to chronic 
inflammation, it should be pulled over 
the anterior duodenal wall and united 
with omentum in a third and final cover- 
ing suture. Fig. 6. It is well to deter- 





Fig. 4. Closure of the duodenum. Method of in- 
troducing first suture line. 


mine the course of the superior pan- 
creatico-duodenalis artery prior to the 
placing of this suture through the cap- 
sule of the pancreas to avoid injuring it 
accidentally. 

When closure has been effected in the 
described sequence drainage of secre- 
tion from the floor of the ulcer is not 
possible. Theoretically the possibility 
exists that an open accessory pancreatic 
duct evacuates its contents into the space 
created by suture rows one and two. In 
this way digestion of tissues with subse- 
quent disintegration of the sutures might 
occur. It is difficult to say if the two 


cases of favorably terminated stump- 
insufficiencies which we recorded among 
242 cases, can be explained on such basis. 
Finsterer, however, considered this exit 
of pancreatic secretion the cause of su- 
ture disintegration in one of his oper- 
ated cases which had died of insufficiency 
of duodenal closure. Since then we have 





Showing second suture line. 


Fig. 5. 


avoided the first suture in order to di- 
vert the pancreatic juice which might be 
excreted into the ulcer base and have 
performed only the three following rows 
of sutures, thus giving the secretion a 
free outlet into the duodenum. The omis- 
sion of the first row of sutures had no ill 
effects. 

On three occasions papers were pub- 
lished by us regarding this technique and 
its various modifications, the first in 
1933 describing 22 cases, the second in 
1934" concerning 17 cases, the third in 
19381" discussing 220 cases. 

The operative mortality was 3.5 per- 
cent. Insufficiency of the duodenal stump 
occurred twice, none ending fatally how- 
ever. 

A number of surgeons have used the 
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procedure with equally gratifying suc- lowing a duodenal resection that had not 
cess. been well planned. I refer specifically 
to those cases in which the anterior and 
the posterior walls of the duodenum had 
been excised in such a manner that 

Another technical procedure, having neither the typical invagination nor the 
proved effective in 5 cases, is indicated 
in difficult: situations which result fol- 


EMERGENCY PROCEDURE WHEN DUODENAL 
CLOSURE IS IMPOSSIBLE 





Fig. 8. Approximation of a loop of jejunum to 
the open end of the duodenum. Anastomosis. The 
first (posterior) suture line is shown. 





Fig. 7. Appearance after resection. The stump 
of the duodenum does not permit typical closure on Fig. 9. The second suture line (interrupted su- 
account of being too short. tures) is indicated. 
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above described atypical method could 
be resorted to. Fig. 7. No situation can 
be more embarrassing than the one in 
which the surgeon is confronted with a 
gaping lumen of the duodenum which 
he does not know how to close reliably. 

Though I believe that other surgeons 
have already used the same method, I 
think it will be useful to explain the pro- 





Fig. 10. Appearance of field of operation after 
completion of the terminal anastomosis between the 
stump of the duodenum and the jejunostomy. 


cedure in detail. Jt consists of a side-to- 
end anastomosis between the duodenal 
opening and the first jejunal loop. After 
the jejunal loop is drawn forth, there is 
usually no difficulty in attaching the 
jejunal serosa to the pancreatic capsule 
which borders on the remaining stump 
of the posterior duodenal wall. Only a 
very small serosa bearing strip of the 
anterior wall is needed to fasten the at- 
tached jejunal wall. The technique of 
the duodeno-jejunal anastomosis is illus- 
trated in Figs. 8, 9 and 10. A jejuno- 
jejunostomy is carried out to avoid re- 
flux. This completes the first stage of 
this procedure. The second stage of the 


operation consists of a gastro-jejunos- 
tomy. 


DIFFICULTIES OF RADICAL OPERATION FOR 
MARGINAL ULCER AFTER POSTERIOR 
RETROCOLIC GASTRO-JEJUNOSTOMY 

WITH A SHORT LOOP 


The adequacy, or inadequacy of treat- 
ing gastric ulcers by means of gastro- 





Fig. 11—Jejunal uleer following posterior gastro- 
enterostomy by the so-called ‘‘no loop’’ method. 





Fig. 12. Structures to be removed outlined. 


jejunostomy will not be discussed here. 
The fact remains that many text books 
voice the belief that posterior gastro- 
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jejunostomy is especially efficacious 
when the afferent loop is made as short 
as possible. Thus it happens occasion- 
ally that as a result of this advice a com- 
munication is established between stom- 
ach and the duodeno-jejunal flexure. 
Figs. 11 and 12. 

When under such circumstances a 
marginal ulcer develops, the difficulties 
and hazards encountered in a radical 
operation, the only procedure promising 
success, may prove. extraordinarily 
great. 

The following procedure was tried in 
two cases, published in 1937 in the 
Mémoirs de 1’Académie de Chirurgie de 





Fig. 13. The resection is completed. The oral end 
of the duodenum is closed. 


Paris. Since then a third case has been 
operated upon by the same method. 
Following the resection of the pylorus, 
stomach and ulcer containing jejunal 
segment it was noted that a termino- 
terminal connection between the duo- 
deno-jejunal flexure and the other jeju- 
nal lumen was impossible because a sero- 
sa-to-serosa suture could not be effected. 
Fig. 13. Consequently the pyloric end 
of the duodenum as well as the duodeno- 
jejunal flexure were closed. As a pre- 
caution the margins of the duodeno- 


jejunal fossa and the ligament of Treitz 
were sutured together. Then the other 
jejunal lumen was invaginated and 
through a slit in the mesocolon the jeju- 
nal loop was brought into contact with 
the anterior duodenal wall and a side- 





Fig. 14. The aboral duodenal stump is closed. 
The recessus duodeno-jejunalis is reposited and su- 
tured over. 





Fig. 15. End-to-end anastomosis between aboral 
duodenal stump and loop of jejunum. The operation 
is completed by gastro-jejunostomy and jejuno- 
jejunostomy. 
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to-side anastomosis made. Figs. 14 and 
15. 

The operation was finished with a 
gastro-jejunostomy and jejuno-jejunos- 
tomy. Uneventful recovery took place 
in all three cases. 

During the discussion of the described 
technique Basset explained that it would 
be simpler in such eases to mobilize the 
third, retroperitoneal portion of the 
duodenum and to anastomose it with 
the jejunum. In fact Clairmont worked 
out the ‘‘Mobilization of the Duodenum 
from the Left’’ for the purpose of mak- 
ing the lower segment of the duodenum 
accessible for anastomosis. Basset’s ob- 
jections are of a theoretical nature. 
Clairmont published the ‘‘ Mobilization 
of the Duodenum’”’ following anatomical 
investigation. Both overlook the fact 
that in cases of marginal ulcus the in- 
flammatory infiltration extends far into 
the third portion of the duodenum. This 
can be mobilized only with damage re- 
sulting to the infiltrated duodenal wall. 
I do not believe that in such cases there 
is any other recourse than the above de- 
scribed procedure when one desires to 
proceed in a radical manner. 


THE TECHNIQUE OF RADICAL OPERATION OF 
MARGINAL ULCERS AFTER PARTIAL 
GASTRECTOMY 


Marginal ulcers which appear follow- 
ing partial gastrectomy are frequently 
designated as ‘‘surgically incurable ul- 
cers.’’ This designation is not entirely 
justified. 

We have in our material'® five pa- 
tients with so-called ‘‘incurable ulcers. ’’ 
The first intervention in two cases con- 
sisted of a gastro-enterostomy, in two 
others resection exclusion. Only in the 
fifth patient was a typical resection car- 
ried out, however, more than half of the 
stomach was left. 

It is to be assumed that these ‘‘incur- 
able’’ ulcers are not primarily incurable 


but that insufficient surgical interven- 
tion produced an irritative condition 
which later made the ulcer refractory to 
any medical or surgical therapy. 

Three of these patients had to be re- 
resected three times, each due to recur- 
ring marginal ulcer. 





Fig. 16. (a) Jejunal uleer following resection 
with perforation of the ulcer retroperitoneally. The 
segment of stomach to be removed is outlined. (b) 


Illustrates excision of the mucous membrane from 
the aboral portion of remaining stomach. 


The difficulties encountered in subse- 
quent resection can be very formidable 
especially when the ulcer has penetrated 
the retro-peritoneum.” 

The following procedure was used 
three times. Its advantage lies in the 
fact that the ulcerbearing section of je- 
junum and stomach was not mobilized. 
Fig. 16. 

First stage: The stomach is divided 
and resected, as far as possible and 
deemed necessary, (about three cm. car- 
dial to the anastomosis, following liga- 
tion of the afferent vessels.) 

Second stage: The mucosa is removed 
from that section of stomach adjacent 
to the anastomosis. 
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Third stage: The distally, transversly, 
sectioned stomach is closed with two 
rows of invaginating sutures, the omen- 
tum is included for fortification. 


Fourth stage: Establishment of a new 
gastro-jejunostomy and jejuno-jejunos- 
tomy. 


This procedure is not radical, the ul- 
cer is not resected, but since the risk to 
the patient is markedly reduced the op- 
eration seems sufficiently justified. 


SUM MARY 


1. The various difficulties confronting 
the surgeon while performing duodenal 
resections and resections for gastro-je- 
junal ulcers are discussed. 


2. A modified procedure of closing the 
duodenum in the radical operation of 
deep-seated duodenal ulcers is described. 

3. An emergency procedure is de- 
scribed when duodenal closure seems im- 
possible. 

4. The difficulties of radical operation 
of marginal ulcer following retrocolic 
gastro-jejunostomy with short loop and 
a technic of radical operation of mar- 
ginal ulcers following partial gastrect- 
omy are described and illustrated. 
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SUMARIO 


1. Las varias dificultades confron- 
tando el cirujéno haciendo una reseccién 
duodenal y reseccién por una itilcera 
gastro-duodenal son discutidas. 


2. Un procedimiento para cerrar el 
duodeno en la operacién radical de las 
tileeras duodenales de situacién pro- 
funda es descrito. 


3. Un procedimiento de emergencia es 
descrito cuando parese imposible el 
duodeno. 


4. Las dificultades de la operacién 
radical siguiendo una retrocolico-gastro- 
jejunostomia con asa carta y una técnica 
de operacion radical de una fileera mar- 
ginal siguiendo a una gastrectomia par- 
cial son descritas e ilustradas. 
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Immobilization by Surgery of Osseous 
and Pulmonary Tuberculosis * 


FRED H. ALBEE, M.D., Sc.D., LL.D., F.A.CS., F.1.C.S. 
NEW YORK, N. Y. 


and 


VENICE, FLORIDA 


| N J. HY surgical methods to im- 

mobilize tuberculous tissue in the 

lung were so much slower in 
being generally adopted by the profes- 
sion than in the instance of the osseous 
system, it is difficult to explain; al- 
though it can be said that, as a research 
problem, the osseous system is much 
more favorable for the production of 
complete immobilization and easier to 
draw truthworthy conclusions from clin- 
ical observations as well as from labora- 
tory findings. In a large number of 
cases, during the past thirty-five years, 
I have painfully observed a brilliant 
result obtained by a surgically induced 
fusion in a very advanced tuberculosis 
of a joint or joints come to naught be- 
cause of the failure to control in the 
same patient an incipient pulmonary 
lesion. 

In a paper which I presented as the 
opening address of the 38th French Con- 
gress of Surgeons, Paris, France, 1929, 
in relation to osseous tuberculosis, I 
stated: ‘‘It is axiomatic that an ad- 
vanced destructive tuberculous process 
in a joint can never be said to be cured 
except when bony ankylosis has occur- 
red; in the absence of this ankylosis, 
there is never any certainty that re- 
lapses will not occur. This axiom is 
more applicable to tuberculosis of the 





*Presented at the International Assembly of the 
International College of Surgeons, Mexico City, 
August, 1941. 
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spine than to articular tuberculosis else- 
where’’. 

The problem of treatment of spinal 
tuberculosis and pulmonary tuberculosis 
have more in common than is the case 
with any other part of the osseous sys- 
tem. In each event the treatment must 
go on in the presence of function of 
respiration with its incidence of motion 
in spine, lungs and thorax. In the spine, 
as well as in the lung, it is desirable to 
limit the immobilizing influence to as 
small an area as possible, and, at the 
same time, allow the free motion and 
function of the remaining portion of the 
spine or lung. 

This influence upon the metabolism 
and the general well-being of the patient 
is far-reaching. This is particularly so 
in pulmonary tuberculosis. The human 
organism cannot exist without sufficient 
respiratory function, and, therefore, it 
is important to immobilize only the 
diseased area of the lung, and thus al- 
low the maximum amount of uninvolved 
lung to carry out to the utmost this 
very necessary function of life, namely, 
respiration. 

Blood-vessels go with continuity of 
bone. The urge to repair, associated 
with any destructive lesion, results in 
the development of increased circula- 
tion. In discussions on the mechanism 
of healing following collapse therapy, no 
mention has been made of the desirabili- 
ty of making way for the establishment 
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of increased collateral blood-supply to 
the diseased area of the lung. 

A very striking parallel exists in this 
respect in the healing of spinal and pul- 
monary tuberculosis. The establishment 
of increased blood-supply to the involved 
area is one of the important elements 
in permanent healing. In the instance 
of the spine, the bone-graft does this 
to a superb degree. In pulmonary tuber- 
culosis, well executed and directed 
thoracoplasty results in a similar way. 


_ Following the most careful study, in- 


cluding a roentgenological survey of the 
thorax and its contents, the ribs over- 
lying the tuberculous area should be re- 
moved subperiosteally and in such a way 
that they will be regenerated in a mark- 
edly depressed position, thus perman- 
ently exerting pressure upon the desired 
circumscribed area of the lung. Ad- 
hesions between the closely contacted 
thoracic wall and the diseased portion 
of the lung will develop. Collateral cir- 
culation will result with the physiolog- 
ical urge of repair. The query should be 
made,—whether the adhesions in this 
instance will not have a beneficial in- 
fluence rather than the contrary; and, 
from this standpoint, it is apparent that 
the analogy in the respective discussions 
is quite similar, although the anatomical 
regions are quite different. 

A patient with tuberculosis has no 
time to lose, and it is unwise in this 
dread disease to try temporizing, pallia- 
tive measures, particularly since it is 
impossible to prognose the benignity or 
virulence of an individual case in ad- 
vance; and again, since tuberculosis is 
such a chronic disease, one can never 
foretell, or deny the possibility of some 
intercurrent mishap such as a cold, 
pneumonia, trauma or some other acute 
disease, the occurrence of which may en- 
tirely upset the best calculations. 

Failure to secure bony ankylosis in 


spinal tuberculosis eventually leads to 
relapse which is the rule rather than the 
exception. In pulmonary as in bone 
work, a clear understanding of the 
physical condition existing must be ob- 
tained by means of a careful physical, as 
well as x-ray examination, before the 
thoracoplasty is done. The portion of 
the ribs used to produce the collapse 
should be accurately placed over the cavi- 
tation and no unnecessary interference 
with the function of normal lung tissue 
should be made, which is so pointedly the 
case in the other types of surgical im- 
mobilization, particularly artificial pneu- 
mothorax which compresses the whole 
lung. A lack of permanency and the 
never-ending variability as to the 
amount of collapse or immobilization it 
may produce at any particular time, are 
the other handicaps in pneumothorax. 


Plombage for the same reason does 
not appeal because it is a foreign body 
and intercepts any possibility of blood- 
supply developing from the thoracic wall 
to the pulmonary tissue in the area of 
its application. The catastrophe of the 
foreign body sloughing into the cavita- 
tion is also ever present. 


Other striking analogies between the 


. conservative treatment of spinal tuber- 


culosis as compared with pulmonary is 
seen in the use of the plaster jacket. 
The involvement of the spinal column 
may be limited to two vertebrae, and still 
the plaster jacket must include the whole 
trunk, thorax and abdomen combined, 
both of which are very essential in main- 
taining the best general condition of 
the patient. In spite of this extensive 
conservative splintage interfering to 
such a degree with bodily function, res- 
piration and gastro-intestinal functions, 
a vicious circle is permitted in that the 
more the disease disintegrates and col- 
lapses the involved vertebral bodies, the 
greater the amount of motion is allowed 
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at that particular point and, by the same 
token, the more the motion the greater 
the disintegration. 

Another analogy that is outstanding 
between the surgical work necessary in 
the case of spinal tuberculosis and pul- 
monary tuberculosis is that in both in- 
stances the common methods formerly 
were conservative and non-operative, 
and, therefore, it necessarily followed 
, that men who may have been efficient in 
carrying out conservative treatments 
were unable to furnish the technical 
skill necessary to this most difficult sur- 
gical problem. The advancement of this 
type of therapy, both in joint and thor- 
acic regions has been delayed, particu- 
larly in the case of pulmonary tuber- 
culosis. I do not wish for a moment to 
claim that temporizing types of ther- 
apy do not have their place, but unfor- 
tunately, so frequently does the unex- 
pected happen and the case becomes a 
virulent one, precisely as I have ob- 
served for over thirty-five years in the 
case of tuberculosis of the spine. Real 
tragedies have developed because some 
surgeon chose to select some palliative 
treatment and when the case came to me 
months or years later, there may have 
been an enormous hunch-back deformity, 
paralysis due to the disease extending to 
the spinal meninges or cord, extensive 
psoas abscesses, etc. If bone-graft fusion 
had been applied in the beginning, the 
story would have been quite different. 

The choice of methods to attain per- 
manent cure lies between non-operative 
measures and extra-articular arthro- 
desis (fusion). The same principle ap- 
plies to the same degree in pulmonary 
tuberculosis. The acceptance by the pro- 
fession of this principle of bringing 
about permanent immobilization by 
bone-graft surgery of the joints has 
been relatively rapid from the begin- 
ning and very gratifying to me. I was 


the first to publish my results in the 
case of the spine in 1911, and have con- 
tinued to employ the same type of pro- 
cedure since, as the sole treatment for 
severe joint tuberculosis. 

Conservative or non-operative meas- 
ures in the treatment of joint tuber- 
culosis, include the application of casts 
and braces and the frame and _ block. 
The plaster cast which includes the 
whole trunk must be judged according 
to the general principles of splinting. 
Since both thorax and abdomen normal- 
ly change their dimensions constantly, 
the cast cannot be fitted closely enough 
to maintain immobility and thus the 
cardinal principle of splinting must be 
sacrificed. It cannot be expected that 
any form of external splinting will im- 
mobilize a series of short bones of ir- 
regular contour to which are attached 
muscles acting in coordination with the 
muscle of respiration and the voluntary 
muscles which move the head and limbs. 
In addition to the imperfect attempts 
at immobilization thus made, the cast 
seriously restricts the movements of the 
thorax and abdomen and interferes with 
the oxidation and nutrition on which so 
much depends in the treatment of any 
form of tuberculosis. If there is an 
apical focus of the lung, the cast, by the 
same token, tends to aggravate it by 
constricting the lower lobes and leaving 
the upper relatively free, thus throwing 
the work on the diseased portions of the 
lungs. 

The writer’s first attempts in 1908 
were directed toward fusion of the spin- 
ous processes with fragments of bone 
obtained locally. He was not satisfied 
with the ultimate results and the more 
he examined the principles on which the 
operation was based, the more faulty 
did they seem. The spinous processes 
supplied an insufficient amount of bone 
to anchor the vertebrae securely. Of 
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greater fundamental importance was the 
consideration of the low osteogenic pow- 
er of vertebral bone. It is a common 
surgical observation that fractures of 
the vertebral processes unite slowly, if 
at all; the progressive lysis of the ver- 
tebrae in Kummel’s disease suggests 
that the bodies have little reparative 
osteogenic power, and the progression 
of tuberculosis in the vertebral body is 
not resisted by any adequate reparative 
osteogenesis. 

These clinical findings concerning the 
low osteogenic potentialities of vertebral 
bone were confirmed by experiments in 
1908 and 1909, when I transplanted cubes 
of vertebral bone and ulnar bone from 
dogs into their own erector muscles. The 
latter showed marked superiority in 
osteogenesis. 

The solution of the difficulty seemed 
to be the application of a strong single 
graft from a long bone to make up for 
a local deficiency of bone of low osteo- 
genic power and also because of its ade- 
quate length to influence immediate 
immobilization of the affected vertebrae. 
I chose autogenous bone for reasons 
which seemed then, and I am convinced 
still are, in accord with the soundest bio- 
logical principles. 

My deduction was that this graft of 
living bone would not provide immediate 
mechanical support and added osteo- 
genic power to promote ankylosis, but 
also act as a vessel-conducting scaffold 
from each spinous process to the next 
and from the unaffected ones to those 
whose circulation is impaired from the 
influence of tuberculosis. The unusual 
success of the method is an attribute in 
part at least, to the linking up of the 
cancellous circulation in each affected 
vertebra with that of its neighbor, and, 
through the graft, with that of the 
healthy vertebrae adjoining the affected 
area. At least it is difficult to account for 


the phenomenal results on the basis of 
immobilization alone. 

We operate on any patient at any age, 
provided the surgical risk is good. The 
surgical risk depends on several fac- 
tors :— 

1. The General Condition of the Pa- 
tient: The question of shock in relation 
to different operations for tuberculosis 
of the spine has already been discussed. 
If the surgeon is skillful and rapid, he 
may consider the bone-graft operation 
if the patient is fit for any major opera- 
tion. 

Paraplegia, perivertebral or psoas ab- 
scess, or pulmonary disease may pro- 
vide an additional indication for the 
operation. 

High temperature due to secondary 
pyogenic infection is a contraindication 
to operation. The bacteremia must be 
allowed sufficient time to subside; a 
transfusion of blood may help. Pyrexia 
due solely to the tuberculosis is not a 
contraindication to operation. 

2. Multiple Lesions: The presence of 
tuberculous foci elsewhere has often to 
be taken into consideration in determin- 
ing operability. I have frequently ob- 
served, especially when the focus was in 
the kidney, testicle, epididymis or lung, 
that the spinal operation went on to a 
successful issue, although the general 
resistance of the patient was insufficient 
to prevent the progress of the second 
focus either to the point of destruction 
of the affected organ or to the necessity 
for its extirpation. I have observed the 
same favorable result after operations 
on monarticular joints in the face of 
progressive tuberculosis elsewhere. The 
presence of a second tuberculous focus, 
therefore, even if it is progressive, does 
not contraindicate the operation. 

3. Age of the Paitent: The bone- 
graft operation has been more readily 
accepted by the profession in adults than 
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in children. It has been held that, since 
the bones in a child are smaller and not 
fully developed, the operation should be 
postponed. My position is that immedi- 
ate advantage should be taken of the 
safety of the operation to afford the 
child an aid to ankylosis. Again, trauma- 
tized cartilage usually turns to bone. 
The cartilaginous tips of the spinous 
processes in a child turns to bone when 
inlaid with a tibial graft. Supportive 
medical treatment should then be car- 
ried out just as if the operation had not 
been performed. 

In acute progressive disease in the 
child, one often observes excessive hinge 
motion at the center of the kyphosis, 
accompanying respiratory movements. 
This indicates that the underlying verte- 
bral bodies have disintegrated and the 
respiratory thrust has been transmitted 
to this area left without immobilizing 
support. A vicious circle is set up; the 
greater the mobility, the more rapid the 
destruction; and destruction increases 
mobility. The vertebral bodies melt away 
still more progressively. 

It is clear that the process must be 
checked as soon as possible and there is 
no room for argument. It is clear that 
frames, braces or temporizing methods 
cannot be expected to answer such de- 
mands. 

No other disease varies in virulence 
and in response to expectant treatment 
to the degree that tuberculosis does, 
wherever it is found. It is unfortunately 
impossible in the incipient stages to say 
whether the course will be mild and 
favorable or progressive, destructive 
and fatal; whether conservative methods 
will be effective, and if so, how long they 
will be required. I have frequently felt 
the profoundest regret, in operating late 
upon unfortunate cases, that the opera- 
tion had not been undertaken long before 


and the patient spared years of in- 
validism. 

So long as the prognosis remains as 
untrustworthy as it is, there is only one 
attitude to adopt toward a given case 
and that is to consider that it is more 
likely than not to be unfavorable for 
conservative treatment, and, to operate 
in every case. To be sure, a certain num- 
ber of cases respond to any kind of treat- 
ment, and it is this small percentage 
which has encouraged some surgeons to 
cling tenaciously to conservative meth- 
ods in all cases and to prolong them even 
in the face of clear evidence that the case 
demands more radical treatment. The 
following statement in reference to pul- 
monary disease, made by Dr. EK. J. 
O’Brien? might well be made truthfully 
about tuberculous joint disease, partic- 
ularly in the case of the spine. He states: 
“It is frequently inferred that the 
management of pulmonary tuberculosis 
should be less mechanical than is sug- 
gested. There are still those who would 
fiddle while Rome burns—with idle dis- 
cussions of acute benign, benign hemato- 
genous and other elusive phases of the 
disease which might not require collapse 
therapy, but sad and humiliating as it 
may be, with our present knowledge, if 
we wish to eliminate tuberculosis, we 
must be mechanics.’’ 

“‘Tt is difficult to maintain a position 
of conservatism which does not by watch- 
ful waiting carry us past the optimum 
moment for interference.’’ 

gore ree if expectant treatment after a 
reasonable period of time fails, a surgi- 
cal and medical conference should deter- 
mine the type of procedure which will 
give the individual patient his best 
chance of recovery.’’ 

This intrusion into the tuberculosis 
field by the surgeon, formerly a strict 
medical domain in which any surgical 
intervention was frowned upon, has 
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meant the rehabilitation of a large 
number of patients with advanced tuber- 
culosis, otherwise doomed to a chronic 
invalidism, and has been the means of 
converting many an otherwise hopeless 
consumptive into a successful conclusion. 
This statement is just as true in refer- 
ence to the operative versus the con- 
servative treatment in the bone and 
joint realm. Lest any one foster the 
notion that there is great conflict be- 
tween the medical and surgical treat- 
ment of pulmonary tuberculosis and 
wastes time attempting to find out which 
is the more valuable, let me state here 
specifically that there should be no such 
conflict between the phthisiologist and 
the surgeon in the treatment of this dis- 
ease. Kach method has its place and 
very frequently it is only by a combina- 
tion of the two that the desired end-re- 
sults can be obtained. Neither medicine 
nor surgical operations alone cure tuber- 
culosis unaided. The medical regime of 
prolonged intensive rest, hygienic living, 
good food, actino-therapy, symptomatic 
control, etc., properly applied, favors 
healing by assisting the patient to build 
up his bodily resistance against the dis- 
ease and by reducing to a minimum any 
trauma or other influence which might 
help spread the process. 

Coordinated work between the in- 
ternist, roentgenologist, phthisiologist 
and an experienced and competent sur- 
geon is not only desirable, but should be 
almost mandatory. 

Many bizarre and radical procedures, 
such as complete excision of a knee or 
hip or an entire lobe of a lung for early 
or late lesions have been attempted in 
the past. The patient with osseous or 
pulmonary tuberculosis has no chances 
to throw away. He should not be de- 
prived of any means which may con- 
tribute even slightly to his chance of 
recovery. 


The diseased area of the lung should 
be reduced in volume locally and immo- 
bilized similar to that brought about by 
the fusion of tuberculosis knee or spine. 
The statement that thoracoplasty may 
also be substituted for pneumothorax in 
those patients who are gradually losing 
their pneumothorax, due to an adhesive 
pleuritis with or without repeated fluid 
formation, or in the migrating consump- 
tive, where it is impossible or very in- 
convenient to receive satisfactory pneu- 
mothorax treatment sufficiently close to 
the patient’s home, sounds very much 
like the advice given to surgically fuse 
a joint case by bone-graft long after con- 
servative braceage has failed. This is 
particularly true in spine cases as evi- 
denced by the x-ray showing an in- 
creased number of involved vertebrae, 
increased kyphosis, mediastinal abscess 
and even paraplegia. 

The fundamental principle is to give 
immobilization to the tuberculous tissue 
wherever it may be, particularly when 
this tissue is normally in a state of con- 
stant motion. In the course of twenty- 
four hours, the thorax which includes the 
spine contracts and expands approxi- 
mately 25,000 times. 

Collapse of a circumscribed area of 
the lung may be obtained by interposing 
a substance between the pleura and the 
costal wall. To accomplish this, various 
material and devices, living and inert, 
have been utilized such as fat, muscle 
tissue, paraffin and rubber sponges and 
bags. Foreign bodies are always a source 
of danger. They may slough into the 
lung cavity, which is nothing less than 
tragedy. They may also interfere with 
blood-supply and further inhibit develop- 
ment of increased circulation to diseased 
areas which is always desirable in any 
tuberculous lesion. It should be empha- 
sized that thoracoplasty in this respect 
excels all other operative procedures. 
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It permanently holds in contact the thor- 
acic wall with the diseased portion of 
the lung in state of collapse, and this pro- 
motes ways and means for the develop- 
ment of a collateral circulation to the 
diseased area from the thoracic wall. 

I wish to register disagreement with 
the following, for the same reason :— 

‘‘No patient is selected for thoraco- 
plasty, of course, until an attempt has 
been made to control the disease with 
phrenicectomy, pneumothorax or the 
combination of both.’’ 

The same statement might be para- 
phrased in reference to joint involve- 
ment as follows: ‘‘No patient should be 
surgically fused until a failure has been 
determined by conservative splintage 
and much valued time lost.’’ 

To repeat: The patient with tubercu- 
losis has no chances to throw away, and 
until the profession becomes more profi- 
cient in prognosis, the most effective and 
permanent treatment possible should im- 
mediately be carried out. 

The following statement by McCros- 
sin® is so apropo: ‘‘The amount of rib re- 
sected and the number of ribs taken at 
any single sitting should be determined 
by x-ray condition of the patient, type 
and extent of lung lesions, the rigidity 
or flexibility of the pleura and underly- 
ing tissues and the amount of collapse 
necessary to control the pathologic con- 
dition present, rather than by any pre- 
conceived idea of removing a certain 
number of ribs. Extra-pleural thoraco- 
plasty is not arbitrarily a one, two or 
three-stage operation, but a remodelling 
of the chest wall to control underlying 
pathology and must be varied to meet 
individual needs and conditions.’’ 

The remodelled thoracie wall should 
hold permanently the conformation ne- 
cessary to keep up a constant collapse, 
and pressure of the underlying diseased 
portion of the lung,—it is best that the 


ribs be removed subperiosteally with as 
many placques of bone from the rib 
clinging to the periosteum as possible 
from which the new markedly depressed 
rib will develop. Proper splintage dur- 
ing the whole period of formation of this 
depressed rib is imperative. 

The bone and joint clinic can be con- 
sidered as the most satisfactory research 
laboratory to study these tuberculous 
therapeutic problems; in that bone is 
very satisfactory to study by x-ray and 
further, that motion can be completely 
removed from a whole joint in a way that 
is impossible in pulmonary disease. Ank- 
ylosis by surgery of a tuberculous joint 
is curative not only because it produces 
immobilization, but because it induces an 
increased blood-supply to the diseased 
anaemic area. 

Cutler* states: ‘‘When adequate col- 
lapse has been obtained in properly se- 
lected cases, the results have been almost 
miraculous... .’’ 

‘<The same can be said of the influence 
of ankylosis by surgery of a tubercular 
joint.’’ (Pinner). ‘‘A survey of the 
clinics as a whole, reveals the appalling 
fact that 85% of patients with cavities 
die within five years if treated by con- 
servative methods alone.’’ 

‘“‘That young cavities are more amen- 
able to mechanical treatment, particular- 
ly to the simpler methods of compression 
therapy is explained by the fact that suf- 
ficient time for the development of fib- 
rotic, rigid walls has not elapsed. Ob- 
viously then, the recognition of the pres- 
ence of a cavity in its early stages, fol- 
lowed by prompt permanent surgical col- 
lapse of this portion of the lung is most 
important. 

Statistics have shown that in only 
about one-third of the cases in which 
artificial pneumothorax is attempted 
can its administration be successfully 
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carried out, largely because of the fact 
that it must be maintained over a long 
period of time. 


CONCLUSION 


In reviewing at this date the outstand- 
ing relative. features of the treatment of 
pulmonary and osseous tuberculous dis- 
ease, one must be struck with the unfor- 
tunate probability that in both instances 
these cases are likely to remain too long 
under the care of men not highly trained 
in the very difficult technic necessary 
to properly handle such very serious 
cases. 

The treatment of the incipient case in 
both fields may be started by practition- 
ers, not skilled surgeons. This status, 
however, i is fortunately fast going out in 
both fields. At least in the hands of the 
inexperienced or incompetent surgeon, 
procrastination is sure to follow, if not 
very serious delay in applying the in- 
tricate surgical methods necessary. And, 
again, so many times when surgery is 
finally brought to bear upon the case, it 
is carried out by a clumsy, poorly trained 
surgeon. In both of these fields the most 
exacting surgery is necessary. 


SUMMARY 


Surgical methods of immobilizing tu- 
berculous tissue have been employed in 
osseous tuberculosis with outstanding 
success for many years; but, it is only 
recently that surgery has become gener- 
ally adopted for the treatment of pul- 
monary tuberculosis. The same vitally 
important principle of immobilization of 
tuberculous tissue is involved in both in- 
stances. 

The therapeutic problems of spinal 
tuberculosis and pulmonary tuberculosis 
have more in common than is the case 
with any other part of the osseous sys- 
tem. As small an area as possible should 


be immobilized, permitting free motion 
and function of the remainder. 

The importance of the establishment 
of increased blood supply to the tuber- 
culous area in both conditions is empha- 
sized. 

Temporizing, palliative measures are 
dangerous, due to the inability of mak- 
ing any accurate prognosis as to the vi- 
rulence of any particular case. 

In reviewing at this date the outstand- 
ing relative features of the treatment of 
pulmonary and osseous tuberculous dis- 
ease, one must be struck with the un- 
fortunate probability that in both in- 
stances these cases are likely to remain 
too long under the care of men not high- 
ly trained in the very difficult technic 
necessary to properly handle such very 
serious Cases. 

The treatment of the incipient case in 
both fields may be started by practition- 
ers, not skilled surgeons. This status, 
however, is fortunately fast going out in 
both fields. At least in the hands of the 
inexperienced or incompetent surgeons, 
procrastination is sure to follow, if not 
very serious delay in applying the in- 
tricate surgical methods necessary. And, 
again, so many times when surgery is 
finally brought to bear upon the case, it 
is carried out by a clumsy, poorly trained 
surgeon. In both of these fields, the most 
exacting surgery is necessary. 
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SUMARIO 


Metodos quirurgicos para la inmobil- 
izacion de tejidos tuberculosos han sido 
empleados por muchos anos con emi- 
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nente éxito, aunque es solo de origen 
reciente que la Cirugia se emplea en el 
tratamiento de la Tuberculosis Pul- 
monar. 

El mismo principio de inmobilizacion 
de tejidos tuberculosos incluye ambos. 

Los problemas terapeuticos de la 
Tuberculosis de la Columna Espinal y la 
Tuberculosis Pulmonar tienen mas en 
comun que en el caso de la tuberculosis 
en otra parte del esqueleto. Una parte 
pequeiia debera ser inmobilizada, de- 
jando libre movimiento y funcion 4 las 
partes vecindarias. 

La importancia de proveer un au- 
mento circulatorio 4 las regiones tuber- 
culosas en todos los casos se hace con 
énfasis. 

Temporizar y paliar es peligroso, de- 
bido 4 la dificultad de hacer un prognés- 
tico exacto con respecto 4 la virulencia 
en cada caso. Revistando 4 esta fecha los 
aspectos prominentes del tratamiento de 
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la Tuberculosis Pulmonar y de tejidos 
huesosos, nos vemos impresionados por 
el echo de que con toda probabilidad en 
ambos casos el tratamiento sera procas- 
tinado en manos de medicos insuficien- 
temente aptos en la deficil tecnica 
necesaria en el manejo de esta 
importante lesion. 

El tratamiento de estos casos en el 
estado incipiente, esta 4 cargo de practi- 
cantes y no de cirujanos especializados, 
aunque afortunadamente en la actuali- 
dad esta tendencia esta desapareciendo, 
pues en manos de médicos 6 cirujanos 
incompetentes resulta en dilacion en el 
empleo del tratamiento quirurgico nec- 
esario. Mas adn la _ cirugia con 
frequencia es ultimamente utilizada por 
cirujanos de escaso conocimiento y 
experiencia. 

En la Cirugia de la Tuberculosis Pul- 
monar y Huesosa la mas cuidadosa 
tecnica y experiencia es necesaria. 








SPANISH ARTICLES 


Since we have so many excellent papers from the 
Latin-American countries, it has been decided to print 
these articles in Spanish and give a summary in English 
at the head of each article. 


Ed. 














Tratamiento de la Pancreatitis Aguda * 


(THE TREATMENT OF ACUTE PANCREATITIS) 
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SUMMARY 


Fourteen Cases of Acute Pan- 
creatitis are presented; 7 were 
operated; 7 were not operated. The 
calculous origin of the disease was 
evident in 10 cases. Three of these 
10 cases were operated on after 
failure of a medical regime of this 
series. Only one patient recovered. 
In four cases operations were per- 
formed in which error in the diag- 
nosis was found. 

Of the cases not operated there 
were two of ‘‘pancreatic apoplexy,”’ 
one of inflammatory pancreatitis; 
5 patients recovered; 2 patients ad- 
mitted in shock died. 

The authors have operated on 
many cases of lithiasis in which 
acute attacks of pancreatitis had 
not been diagnosed and which were 
admitted to the hospital with such 
diagnosis as pseudo-cyst of the pan- 
creas or biliary lithiasis compli- 
cated by fibrous pancreatitis. 

The authors submitted to medical 
régime every case of pancreatitis 
complicating lithiasis. Only where 
conservative treatment fails do they 
resort to surgery during an acute 
attack. Under such circumstances 
they limit themselves to drainage of 
the biliary tract. 








*Preesnted at the International Assembly of the In- 
ternational College of Surgeons, Mexico, D. F., 
August, 1941. 


merosas observaciones de pancreatitis 

aguda y el propésito de esta comunica- 
cién es exponer la conducta terapéutica que 
nos parece mejor justificada frente a ésta en- 
fermedad. 

Entre nosotros la litiasis biliar es muy 
frecuente y los casos de pancreatitis aguda 
que la complican y que nos consultan durante 
la crisis o mas tarde, con un pseudoquiste del 
pancreas, lejos estén de la extremada rareza 
que presentan en las estadisticas de muchas 
grandes clinicas. Waltman Walthers y W. 
Cleveland en Mayo de 1941 publican las 
tinicas 17 observaciones recogidas en 7 ajios 
en la Mayo Clinic. 

Este asunto ha merecido preferente consid- 
eracién de parte de los cirujanos europeos y 
americanos. Brocq P. y Varangot J. (1934) ; 
Walzel P. (1929); Archibald E. (1929); 
Gregoire y Couvelaire (1937) y mas recien- 
temente Gray S. H., Probstein J. C. y Heifetz 
Carl J. (1938) publican documentados traba- 
jos sobre el tema. En 1939 Alejandro Pavlov- 
sky lleva el asunto a la Academia de Cirugia 
de B. Aires promoviendo un interesante de- 
bate en el que intervinieron muchos cirujanos 
enrolados en las dos grandes corrientes ab- 
stencionista e intervencionista. 

No es nuestro propésito reproducir ex- 
tensamente las razones en que se apoyan los 
sostenedores de una u otra tendencia. Re- 
cordaremos solamente que los intervencion- 
istas afirman que con su posicién se evita el 
peligro de un error de diagnéstico y sus 
graves consecuencias; que la operacién de- 
tiene la destruccién progresiva del pancreas 
al drenar las vias biliares; que con la escari- 
ficacién de la glandula facilitan la evacuacién 
hacia el exterior de principios t6éxicos engen- 
drados en el hematoma y las degeneraciones 
viscerales consecutivas. Los abstencionistas 


N terest experiencia cuenta con nu- 
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abundan en razones mas convincentes. Coin- 
ciden en que toda operacién agrava a éstos 
enfermos extraordinariamente sensibilizados 
por el shock; expresan que cuando los recursos 
puramente médicos fracasan es vano esperar 
la mejoria de una accién cruenta; arguyen 
en fin, que es imposible drenar el hematoma 
pancreatico, verdadera infiltracién hemor- 
ragica intersticial en una glandula arraci- 
mada y que la derivacién biliar, atin con- 
creténdose a los casos de origen litidsico es 
inutil, pues la operacién no detiene nunca 
nada y sus exitos aparentes, si se logran, se 
deben a la epontanea limitacién de la necrosis. 
Robustecen su posicién con el argumento esta- 
distico, de gran valor y al que nos referiremos 
al final de este trabajo. 

Nuestra posicién en principio es absten- 
cionista pero solo la observamos cuando el 
diagnéstico es evidente y cuando el tratami- 
ento médico adecuado detiene 0 mejora los 


sintomas en cuatro a seis horas de aplica- 


cién. Cuando ambas condiciones no se logran 
operamos toda pancreatitis aguda de origen 
litiaésico y reducimos la operacién al drenaje 
de las vias biliares, si es posible con anestesia 
local y con traumatismo minimo. : 

Consideramos initil la distincién entre 
pancreatitis edematosa y hemorraégica pues 
ecreemos que ambas son etapas de un mismo 
proceso; pero insistimos en la necesidad esen- 
cial de establecer si es de origen litidsico o no, 
pués inicamente aquellas podrdn entrar 
dentro del grupo quirirgico. 

14 historias clinicas pertenecientes a en- 
fermos de pancreatitis aguda internados en 
los Servicios de la I Catedra de Clinica Qui- 
rirgica y del Hospital Espafiol de Cérdoba 
forman el material documental de ésta comu- 
nicacién. Seleccionamos los enfermos tratados 
durante el momento agudo. De los 14 easos 
7 fueron operados. Tres de ellos no lograron 
mejoria con el tratamiento médico y debieron 
ser intervenidos; 4 fueron operados con diag- 
ndstico de apendicitis o de perforacién de 
uleus gastro duodenal. 

Caso 1.—Ficha N° 4683 A. M. 48 ajios; ingresé 
24-IX-1933 Hospital de Clinicas—S. 3. C. 12—A. H: 
sin importancia; A. P: discreto fumador y bebedor. 
Obesidad desde joven. Digestiones lentas, gases, 
cefaleas. No es constipado.—A. E. A: Dos dias antes 


de su ingreso dolor tipo célico hepftico que mejora 
con reposo y laudano. Pocas horas después reapari- 


cién brusca del dolor que progresivamente se inten- 
sifica hasta adquirir particular violencia, irradiandose 
al hipocondrio izquierdo. Vémitos. Una inyeccién de 
morfina lo alivia. Oliguria, meteorismo, sudores frios 
profusos y subictericia y coluria. Ingresa al Hospital 
a las 23 horas del dia 24-IX, levanténdose el siguiente 
E. A: Sujeto obeso, extremidades frias; subictericia 
en conjuntiva. Pulso de 120; tensién al V. L. 10/6. 
Temperature axilar 37°2. Lenguaseca. Acrocianosis. 
Respiracién superficial. Abdomen meteorizado es- 
pecialmente en el epigastrio (Signo de Gobie evi- 
dente). Ausencia de contractura muscular y a la 
palpacién dolor exquisito en epigastrio y discreto en 
fosa iliaca derecha. MDesaparici6n de la matitez 
hepAtica. Timpanismo en los flane’s. Douglas libre 
e indoloro. Se hace tratamiento ecu inyecciones de 
suero fisiol6gico y glucosado, insulirs hielo. A las 3 
horas de su ingreso agravacién de |-s sintomas por 
lo que se opera con anestesia local. En el tejido 
subperitoneal que est4 infiltrado de edema y es grueso, 
manchas de esteatonecrosis. Al abrir el peritoneo 
sale abundante liquido sanguinolento y en toda la 
superficie serosa y especialmente en el gran epiplon 
manchas de bujia. El pfncreas esti convertido en 
un grueso hematoma. Se punciona la vesicula biliar 
que esté dilatada extrayendo bilis que sale a gran 
tensién. Se sacan algunos céleulos. Colecistostomia. 
Al finalizar la operacién el enfermo est& en shock 
intenso que se acentiia, muriendo pcecas horas después 
en coma. 


CasE 2.—Ficha 1043 M. L. de C. 40 afios 9-IX-1932 
Hospital Espaiiol—aA. H. sin importancia. A. P: 
Desde hace varios afios crisis de célicos hepAticos 
con ictericia y fiebre. 6 embarazos normales a término. 
No es constipada. Una crisis dolorosa semejante a la 
actual pero pasajera hace 5 afios. Reumatismo crén- 
ico. A. E. A: 3 dias antes de ingresar al Hospital, 
después de almorzar fuerte dolor en el hipocondrio 
derecho con irradiacién al dorso, vémitos alimenti- 
cios y biliosos. Un purgante es vomitado y como 
persisten al dia siguiente los dolores consulta a un 
médico, quien comprueba ansiedad, vémitos, 80 pul- 
saciones, 36°8 temperatura, defensa en hipocondrio 
derecho e intenso dolor a la palpacién. Diagnostica 
célico hepftico y aplica sedol y atropina. Los dolores 
calman y cesan los vémitos. Al siguiente dia por la 
mafiana la enferma se siente muy aliviada, pero por 
la tarde reaparece el dolor intensificindose. Nuevos 
vémitos; subictericia; coluria; lengua seca; ansiedad ; 
pulso de 100; temperatura 36°5; defensa acentuada 
en todo el epigastrio; meteorismo generalizado. 
Parece esbozarse el signo de Gobie. Flancos sonoros. 
Aparato circulatorio y respiratorio normales. Oli- 
guria. Se prescribe sedol, atropina, esparteina, alcan- 
for, suero fisiol6gico y hielo. A persar de éste trata- 
miento 4 horas después el estado general se agrava, 
el pulso se acelera a 130; hay sudoracién profusa; 
extremidades frias; lengua muy seca. Los dolores 
persisten. Una ampolla de pantopén no la alivia en 
absoluto. Con el diagnéstico de pancreatitis aguda 
es internada en el Hospital el dia 9/IX a las 22 
horas, donde se levanta el siguiente E. A: mal estado 
general; pulso 140, hipotenso, extrasistélico. Marcada 
exitacién. Lengua muy seca. Vientre globuloso, 
blando, con ligera defensa en epigastrio; sudoracién 
profusa. Se prescriben cardioténicos, suero glucosado 
a altas dosis, hielo al vientre. Dos horas después 
ligera mejoria, oliguria, una deposicién espontaénea. 
La noche del 9 al 10 de Setiembre es intranquila. 
Dosage de urea: 0,87%. Reaccién de Wolghemuth 
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fuertemente positiva. En vista de la reagravacién 
al dia siguiente y de los resultados de laboratorio, 
se la opera el 10 de Setiembre a las 14 horas. Anes- 
tesia local con novocaina al 0,5%. Laparotomia 
mediana supraumbilical muy dificultada por la ex- 
cesiva obesidad de la enferma. En la cavidad peri- 
toneal abundante exudado hemorrdégico y manchas 
de citoesteatonecrosis. A través del ligamento gas- 
trocélico se llega al pfncreas que presente un aspecto 
equimético. Se abre la vesicula biliar extrayendo 
caleulos y bilis a gran tensién. Colecistostomia. 
Drenaje subhepAtico. Post operatorio: Shock intenso, 
subdelirio que por la noche se acenttia; coma y muerte 
10 horas después de la operacion. 


Caso 3.—Ficha N° 4911 A. C. 30 afios. Ingresé 
19-X-1930, Hospital de Clinicas. Sala IV cama 7. 
A. H. sin interés. A. P.: un aborto; desde hace 7 
afios ecélicos hepaticos a repeticién con vémitos. 
A. E. A.: 3 diés antes de ingresar epigastralgia in- 
tensa y vémitos que calman esponténemente para re- 
agudizarse a las pocas horas llevando a un estado 
lipotimico. El dolor se irradia a hipocondrio y fosa 
lumbar izquierdos. Meteorismo. Posteriormente 
ictericia en conjuntivas y piel. Al ingresar a la 
guardia el dolor-lumbar izquierdo es muy intenso; 
el ileus acentuado; el estado general grave; 120 
pulsaciones. Agravacién 3 horas después y bajo 
tratamiento a base de cardioténicos, suero, hielo 
y reposo. El pulso es de 140; dolor exquisito en 
epigastrio con irradiacién al hipocondrio izquierdo; 
meteorismo principalmente marecado en el colon 
transverso que se dibuja bajo la pared que no esta 
contracturada. El resto del abdomen algo doloroso. 
Tacto vaginal: fondos de saco dolorosos. Al dia 
siguiente se levanta un nuevo E. A.: icte ricia; lengua 
seca; pulso de 140; meteorismo particularmente alto 
(signo de Gobie) y dolor exquisito en el epigastrio. 
No hay defensa. Reflejos cuténeo abdominales 
abolidos. Fosa lumbar izquierda dolorosa. Submati- 
dez en los flancos. Tacto: fondos de saco dolorosos. 
Oliguria intensa. Glicemia 1%. Reaccién de Wol- 
ghemuth francamente positiva. Operacién: éter. In- 
cisidbn paramediana derecha; liquido libre sanguino- 
lento. Manchas de esteatonecrosis. Al introducir el 
dedo en el hiatus de Winslow viene abundante liquido 
fuertemente sanguinolento. Vesicula y colédoco 
repletos de cAéleulos. Desprendinuento coloepiploico. 
Pancreas grueso, irregular, equimético. Se dislacera 
el peritoneo que recubre al pancreas. Se drena la 
retrocavidad con un tubo y 5 mechas de gasa. Cole- 
cistostomia después de extraerlos cfleulos. Curacién 
de su pancreatitis. 


Caso 4.—Ficha N° 2985 R. F. 45 afios—ingresé 
2-VI-1932, Hospital de Clinicas—Sala 3, Cama 28.— 
A. H. sin interés; A. P: Paludismo a los 14 aiios, 
blenorragia y viruela a los 19 afios, tabaquismo y 
aleoholismo moderado. A. E. A. El dia de su ingreso 
dolor difuso en todo el abdomen, pero mfs acentuado 
en epigastrio, haciéndose intolerable al cabo de al- 
gunas horas. Vo6mitos alimenticios y biliosos. E. A.: 
pulso de 100. Temperatura 37°5. Lengua htimeda. 
Dolor exquisito en el epigastrio y fosa iliaca derecha, 
donde hay discreta contractura. Se repiten las crisis 
dolorosas en ntimero de 3 con intervalo de 6 a 8 
horas, siendo sumamente agudas, con intolerancia 
gastrica y estado lipotimico. No aparece signo de 
Gobie ni dolor en el hi pocondrio izquierdo ni au- 
mento en la intensidad del latido adrtico abdominal. 
Leucocitosis: 11.000; polinucleares neutréfilos 75%; 


linfocitos: 20% Con el diagnéstico de apendicitis 
aguda es operado. Anestesia raquidea. Incisién de 
Me Burney. Del peritoneo sale liquido hemorrdgico. 
No se encuentran manchas de citoesteatonecrosis. 
Reseccién del apéndice que est& engrosado y adherido. 
La vesicula tensa se vacia parcialmente por suave 
presién. Cierre de la pared. Tratamiento post oper- 
atorio: suero fisioldgico y glucosado; insulina; car- 
diazol efedrina; hielo en epigastrio. Reaccién de 
Wolghemuth intensamente positiva. Curacién a los 
15 dias. 


Caso 5.—Ficha N° 16. Hospital Espajiol. F.E.A. 
ingres6 27-VII-1935. Servicio del Prof. R. Velasco. 
A. H.: padre muerto a los 76 aifios de apoplejia. 
Madre muerta a los 54 afios de sincope cardiaco. Un 
hermano muerto a los 60 afios por enfermedad 
hepAtica. A. P.: fumador y discreto bebedor. A.E.A.: 
dos dias antes de operarse dolor generalizado en el 
abdomen, intenso, que le oblig6 a guardar cama. 
Al dia siguiente se levanté para ir al trabajo pero 
enseguida se vid obligado a regresar con un fuerte 
dolor en el hipocon drio y fosa iliaca derecha, con 
propagacién a la regién lumbar del mismo lado. Con 
el diagnéstico de apendicitis aguda ingresa al Hos- 
pital. KE. A.: temperatura 36°5. Pulso: 84. Tensién 
al V. L. 13/10. Abdomen meteorizado. Dolor 
epigdstrico y en fosa iliaca derecha muy agudo. 
Blumberg positivo. Giordano presente en ambos la- 
dos, m&s acentuado del lado derecho. Tacto rectal 
doloroso. Operacién: anestesia con éter. Incisién de 
Me Burney. Li quido hemiatico y algo verdoso en 
peritoneo. Serosa despulida. Reseccién del apéndice 
que est& poco alterado. Laparotomia supraumbilical. 
El] colon transverso y el estémago muy distendidos. 
Se aspira el liquido libre. Ausencia de perforacién 
de est omago y duodeno. Abertura de la transcavidad 
a través del epiplén gastrocélico y comprobacién 
sobre la cabeza del pancreas de una masa equimética, 
negruzca. La vesicula biliar esti a gran tensidén. 
Por una contra abertura para rectal derecha se ex- 
terioriza la ve sicula cuyo fondo es verde claro, de 
aspecto esfacelado. Por puncién se extrae su con- 
tenido verde obscuro y a gran tensién. Se abre la 
vesicula saliendo algunos cAleulos pequefios. Colecis- 
tostomia. Drenaje de la transecavidad con tubo y 3 
mechas de gasa. Se investig6 amilasa en el liquido 
siendo negativa. Colangiografia post operatoria: 
permeabilidad del hépato colédoco. Alta a los 35 dias. 
Curacién. 


Caso 6.—Ficha N° 200—J. C. 44 afios—Ingresé 
1-II-1937 Hospital Espafiol. A.E.: sin importancia. 
A.P.: fumador y bebedor moderado. Blenorragia en 
su juventud. A.E.A.: desde hace 10 ajios pesadez 
gastrica post prandial y dispepsia electiva para los 
huevos y grasas. El dia de su ingreso al Hospital 
(servicio del Prof. Velasco) dolor intenso generaliza- 
do a todo el abdomen, vémitos y sudores profusos. El 
dolor se localiza pocas horas después en el lado derecho 
sobre todo en la fosailiaca derecha y se acompa fia de 
diarrea y tenesmo que cesan poco después. E.A.: tem- 
peratura 37°5. Obesidad. Palides. Lengua himeda. 
80 pulsaciones. Tensién al V.L. 12,44/74% Abdomen 
globuloso. Dolor exponténeo. A la palpacién con- 
tractura en hemiabdomen derecho. Me Burney y 
Lanz positivos. Blumberg presente. Puntos vesicular 
y epigAstrico muy dolorosos. Operacién: anestesia 
raquidea. Incision de Me Burney. Liquido hemorr4- 
gico libre. Apéndice retrocecal sano. No se extirpa. 
Laparotomia mediana supraumbilical. Est6émago y 
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duodeno sin perforacién. Mesocolén transverso equi- 
mético. Desprendimento coloepiploico Transcavidad 
repleta de liquido hem4&tico. Pféncreas grande e 
infiltrado de sangre negruzca. No hay manchas de 
citoesteatonecrosis. Drenaje infrahepdtico con tubo 
y mechas de gasa. Post operatorio: Mejoria. A las 
24 horas reagravacién y muerte en Shock a las 36 
horas de la operaci6n. 


Caso 7.—Ficha N° 3505—A.M. 48 aiios—ingresdé 
5-XI-1929 Hospital de Clinicas sa la 3 cama 26. A.H.: 
sin importancia. A.P.: saturnismo a los 20 ajfios. 
Blenorragia a los 28 aiios. Bebedor y fumador. Op- 
erado de hernia inguinal. Frecuentes dolores epig&s- 
tricos, sin horario, por lo que debe restringir sus 
comidas. Hace 1% aiio presenté una crisis abdominal 
baja, con dolores y vémitos, que lo obligé a hacer 
reposo 3 dias. Desde entonces se ha sentido bien. 
A.E.A.: hace 1 hora, estando en su trabajo habitual 
de jardinero siente bruscamentedolores en todo el 
vientre, que se agudizan y localizan preferentemente 
en el epigastrio, sin vémitos. Cualquier movimien 
to los intensifica. E.A.: el enfermo estando de pie, 
mantiene el tronco en ligera flexién y se lleva las 
manos al vientre. Est& p&lido y sudoroso. Pulso 
normal. Tensié arterial 11/7. Temperatura normal. 
Sensibililidad exquisita en el epigastrio y algo menor 
en fosa iliaca derecha. Macidez hepatica ausente. 
No parece haber liquido libre en e] peritoneo. Al 
examen del térax nada de particular. Con el diagnés- 
tico probable de Glcera perforada se lo interviene de 
inmediato. Anestesia general con eter. Laparotomia 
mediana supraumbilical. Liquido claro y rosado en 
el peritoneo y manchas de citoesteatonecrosis. En 
estomago y duodeno nada de particular. Vesicula 
muy tensa y en el colédoco muchos cAleulos. El pfn- 
creas es asien to de un hematoma. Se evaciia la vesi- 
cula y efecttia colecistostomia. RApida mejoria. Re- 
operado un mes después por su fistula biliar se ex- 
traen 12 cAleulos del colédoco. Se comprueba entonces 
que el pancreas esté menos tumefacto y es duro. 
Colecistotomia retrégrada. Alta a los 25 dias de la 
segunda intervencién. 


De los 7 no operados 2 murieron. 1 ingresé 
en estado de gravedad extrema, fallecié pocas 
horas después; otro presenté6 ictericia me- 
cAnica grave, emaciacién e intoxicaciéii y no 
se efectué ninguna accién quirtrgica por 
parecer imprudente. En 2, fué evidente el 
diagnéstico de apoplejia del péncreas y en 
uno el de pancreatitis infecciosa; 2 mejoraron 
de la crisis aguda con el tratamiento médico 
y fueron mas tarde operados por seudo quiste 
del pancreas. 


Caso 8.—Ficha N° 6953—J.J.N. 21 aiios—ingres6 
24-II-1937. Hospital de Clinicas sala 6, cama 19. 
A.H.: sin interés. A.P.: tabaquismo y etilismo. 
Niega venereas. A.E.A: desde hace 6 meses repeti- 
das crisis de colecistitis aguda. 5 dias antes de ingre- 
sar al Servicio dolor en fosa iliaca derecha con ir- 
radiacién al epigastrio y vémitos. Se hizo calmantes, 
dieta, reposo y hielo. La crisis se repite, esta vez con 
dolor en epigastrio irradia do a la fosa lumbar 


izquierda y al hipocondrio derecho. E.A.: pulso de 
140 hipotenso. Piel fria, pAlida y ciandética. Tem- 
peratura axilar de 38°. Te jido adiposo y masas mus- 
culares bien desarrolladas. Aparato respiratorio 
normal. Pulso: 140, tensién: 10/6 al V.L. Abdomen 
globuloso, sin defensa. Dolor intenso en epigastrio y 
menor en fosa iliaca derecha. Bazo no se palpa. Hi- 
gado: se palpa y percute dentro de limites normales. 
Giordano positivo en el lado derecho. Leucocitosis: 
14.000. Neutréfilos: 83%. Glicemia: 1,80 %; urea: 
1,04 %. Wolghemuth positiva. Tratamiento: hielo, 
sue ro, cardiazol-efedrina. A las pocas horas muerte 
en schock. Autopsia: trasudado sanguinolento en 
peritoneo. Manchas de esteatonecrosis en el tejido 
celular subperitoneal. El pancreas convertido en un 
gran hematoma. Al corte destruccién de la glandula 
que aparece disociada por el infiltrado hemorrdgico. 
Vesicula biliar repleta de pequefios cAéleulos. Cistico 
y hepato-colédoco deshabitados. Higado, bazo y 
rifiones macroscépicamente normales. Apéndice nor- 
mal, Diagnéstico: pancreatitis aguda hemorrdgical. 


Caso 9.—D.D. de A.—ingres6 2-XI-1940 Hospital 
de Clinicas sala 4, cama 10. Edad 38 afios. A.E.A.: 
desde hace varios afios dispepsia y célicos hepAticos, 
a veces con ictericia; el tltimo ataque hace un mes. 
Ingresa al Hospital en estado grave, con temperatura 
de 39° e intensa ictericia. E.A.: dolor y contractura 
en el flanco derecho; depresién nerviosa profunda; 
el 6-XI, pocas horas antes de morir hematoerito: 48, 
9%; Bil. D. 100 mgm; Bil. I. 16,4 mgm. En la ne- 
cropsia se comprobé: infarto del pulmén derecho. 
Ictericia de visceras y serosa. Grueso cAlculo coles- 
terinico enclavado en el bacinete que comprimia y 
obstruia el hépatocolédoco, cuya luz estaba repleta 
con bilis pus. Vesicula deshabitada, con bridas y 
diverticulo. Pancreas atréfico convertido en una 
esponja de pus fétido y con gases. 


Caso 10.—Ficha N° 8513—Z.L. 19 aiios—Ingresé 
23-V-1939 Hospital de Clinicas sala 6, cama 18. 
A.H.: sin importancia. A.P.: eruptivas., Bronconeu- 
monia a los 15 ajios. Niega venereas y especificas. 
A.E.A.: una semana antes de su ingreso estado febril. 
La vispera de su internacién en el Hospital dolor 
moderado en el epigastrio que paulatinamente se 
intensifica hasta hacerse muy agudo, con irradicién 
a fosa lumbar izquierda y tomando por momen tos 
la expresién de desgarro interno. Aumento de Vol- 
umen de la regién epigfstrica e ileus. Enema, 
purgantes y revulsién local fracas an. El enfermo 
debe permanecer inmovil, en dectibito dorsal, pues 
cualquier cambio de posicién exhacerba sus molestias. 
K.A.: temperatura 38°, %. Pulso 90. Tensién 12/7 al 
V.L. Nada de particular en té6rax. En abdomen: 
meteorismo particularmente acentuado en la mitad 
superior en donde la palpacién despierta exquisito 
dolor y percibe latidos epigdstricos. Reaccién de 
Volghemuth positiva. Glicemia: 1,20 %. Leucocito- 
sis: 20.000. Neutréfilos: 85 %. Se lo pone a dieta 
hidrica, hielo en el epigastrio y administra suero 
fisiol6gico, glucosado, insulina, morfina. Con este 
tratamiento mejora desapareciendo la fiebre a las 
48 horas, cediendo el ileus, el dolor y normaliz4ndose 
el pulso. Al 8° dia de su ingreso el estado general es 
muy bueno, el pulso de 80, la tensién de 12/7. En 
abdomen pequefio tumor epigfstrico que trasmite 
las pulsaciones de la aorta, del tamafio de una man- 
darina, renitente y fijo y que desaparece con las 
contracciénes de lo misculos rectos. Alta a los 22 
dias curado. 
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Caso 11.—Ficha 9330—S. V. de T. 51 afios—lIn- 
gres6 5-VIII-1940 Hospital de Clinicas sala 4 cama 
31. A.H.: sin importancia. A.P.: eruptivas. En 
menopausia, no embarazé nuca. Alimentacién mixta, 
constipacién. A.E.A.: encontrindose completamente 
sana, la noche vispera de su ingreso es despertada por 
un intenso y brusco dolor ‘‘en pufialada’’ que se 
localiza en el epigastrio e irradia a fosa lumbar 
izquierda. La enferma tiene la sensacién de ser 
‘‘atra vesada’’ desde el epigastrio hasta la columna 
vertebral. El dolér es continuo y tan intenso que la 
lleva a un estado lipotimico. Vémitos abundantes. La 
morfina no la alivia. E.A.: Al ingresar, 24 horas 
después de iniciada su enfermedad, presenta: facie 
con expresién dolorosa; disnea; temperatura axilar 
de 38° y rectal de 39°; pulso de 110 con tensién 13/8 
al V.L. Abdomen meteorizado y contracturado en 
epigastrio: a este nivel los rectos mayores del ab- 
domen se palpan como cuerdas tensas. Duele poco la 
fosa iliaca derecha, mucho menos que el epigastrio. 
La maniobra de percutir a nivel de la vesicula biliar 
no despierta dolor intenso. Submatidez en los flan- 
cos. Al tacto los fondos de saco estén libres e indo- 
loros. Maniobra de Giordano negativa. A las 2 
horas de instituirse el tratamiento médico (insulina, 
sureo, cardiazol efedrina y hielo) la enferma reacciona 
favorablemente. Una radiografia directa de ab- 
domen prueba ausencia de neumoperitoneo y después 
de la ingestién de citobario, la radioscopia demues- 
tra que el estémago y duodeno son normales. Re- 
aecién de Volghemuth intensamente positiva. Leuco- 
citosis 15.000. Neutréfilos: 78 %. Glicemia: 1 % 
A 1 os 10 dias de su ingreso la enferma abandona el 
Sevicio muy mejorada. 


Caso 12.—F. G. 35 afios—Ingres6 17-VII-1941 
Hospital Espaiiol (Servicio del Prof. Velasco). A.H.: 
padres y hermanos sanos, uno fallecido de bocio. 
A.P.: eruptivas, blenorragia, célico nefritico izquier- 
do sin hematuria a los 33 afios. Regurgitaciones Aci- 
das y pirosis. Muy fumador. A.E.A.: el dia del 
ingreso a las 19 horas es visto por un médico. Desde 
la tarde anterior intensa epigastralgia, sensacién de 
desgarramiento con profusos sudores frios. Se hace 
hielo, reposo y laudano. Hay intolerancia gistrica. 
Al examen intensa defensa epigistrica. Se sospecha 
perforacién de un ulcus gfstrico por lo que ingresa al 
hospital. E.A.: Facie doliente. Pulso: 90; tempera- 
tura 36°,8; tensidn 125/80. Abdomen: excursién 
respiratoria presente. Intenso meteorismo en su 
mitad superior. Dolar y defensa en tabla en la zona 
epigdstrica; el resto del abdomen es facilmente de- 
presible aunque doloroso. El dolor epigdstrico es in- 
tenso a la palpacién por debajo del reborde costal 
izquierdo. Giordano doloroso en el lado izquierdo. 
Punto costo muscular del mismo lado positivo (signo 
de Mayo-Robson.) Radioscépicamente se comprueba 
la ausenica de neumoperitoneo. Se coloca al enfermo 
en reposol, administrandole suero salado hiperténico, 
suero fisiol6gico, car diazol efedrina y hielo en epi- 
gastrio. El] enfermo mejora. Reaccién de Wolghe- 
muth positiva; al 4° dia ésta se hace negativa. El 
signo de Erkenaun (distensién del duodeno en forma 
de herradura) es positivo. Se insiste en la medicacién. 
Eritrosedimentacié6n I: 50mm; II: 81 mm. Leucoci- 
tosis: 10.200. Neutréfilos 86 %. Se contintia con el 
mismo tratamiento. En la actualidad muy mejorado. 


Caso 13.—Ficha N° 5724—A. 8. de L. 43 afios— 
Ingres6 4-III-1935 Hospital, de Clinicas, sala 4, 
cama 6. A.H.: sin interés. A.P.: tifoidea. pleuresia. 


Artritis. _Menopausia. Constipacién A.E.A.: hace 
6 meses célicos hepdticos sin ictericia. 5 dias antes 
de ingresar epigastralgia con irradiacién a fosa lum- 
bar izquierda. E.A.: sub-ictericia. Pulso de 120. 
Tensién arterial 125/85. Temperatura 37°,5. Dolor 
exquisito en epigastrio. Latido adrtico exagerado. 
Giordano positivo en el lado izquierdo. Punto costo 
muscular sensible del mismo lado. Meteorisme gen- 
eralizado, mayor en la mitad superior del abdomen. 
Reaccién de Wolghemuth positiva. Con tratamiento 
médico mejoria. En los dias subsiguientes aparicién 
de un tumor quistico, tenso, mate a la pereusién y 
fijo. Pasado el accidente agudo con anestesia local, 
tratamiento del seudoquiste que contiene 3 litros 
de liquido sanguinolento y colecistectomia ulterior. 


Caso 14.—Ficha N° 4968—E. B. 56 afios—Ingresé 
20-II-1924 Hospital de Clinicas, sala 6, cama 3. 
A.P.: chancro y blenorragia. Operado a los 27 aiios 
por peritonitis apendicular. Hizo tratamiento anti- 
luético prolongado., A.E.A.: 20 dias antes de ingresar 
al Servicio dolor intenso epigfstrico que se irradia a 
todo el abdomen. Expntanezmente se alivia. 3 dias 
después otra crisis semejante, acompafiada de vémi- 
tos alimenticios y biliosos; y 14 dias antes de con- 
sultar, nuevo ataque mds intenso ain con dolor epi- 
g4strico que se irradia a fosa lumbar izquierda y 
estado lipotimico. Ingrsa al Hospital en donde se 
levanta el siguiente E.A.: subictericia. Anisocoria. 
Reflejos pupilares normales. Pulsp de 90. Tensién 
arterial 12/7. Abdomen globuloso. Dolor exquisito 
en epigastrio. Pufiopercusién y punto cos to-muscular 
izquierdo dolorosos. Flancos libres. Reaccién de 
Wolghemuth positiva. Leucocitosis de 18.000. Neu- 
trofilos 78%. Se instituye tratamiento médico. Me- 
joria, pero aparicién en epigastrio de un tumor 
progresivamente creciente, quistico que se diagnostica 
como un seudoquiste del pinereas. Se opera evacuén- 
dose 2, 5 Is. de liquido sanguinolento. Marsupializa- 


cion. 


COMENTARIO 


Esta comunicacién se refiere a 14 casos de 
pancreatitis aguda tratados en el Servicio de 
la I C&étedra de Clinica Quirairgica y en 
nuestro Servicio del Hospital Espafiol de 
Cérdoba. . 

De los 14 casos, 7 fueron operados y 7 tra- 
tados médicamente. A 4 enfermos se intervino 
con diagnéstico equivocado; de apendicitis 
aguda 3 y 1 de ulcus perforado. En 3 de 
estos casos la pancreatitis era de origen liti- 
dsico y en 1 (enfermo N°4) la exploracién 
palpatoria de la vesicula revelé la ausencia 
de caleulos y los antecedentes por su parte 
descartaron la litiasis. El] Cirujano evacuéd y 
drené la vesicula en los 3 primeros; en el 
fltimo concreté6 su operacién a una simple 
apendicectomia, mejorando el enfermo rapid- 
amente de la pancreatitis con el tratamiento 
médico postoperatorio. El error de diag- 
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néstico es muy posible, cuando no se piensa 
en esta enfermedad ante un abdomen agudo. 
El caso N° 12 earecia de antecedentes patol- 
égicos biliares y gastricos. Inicié bruscamente 
un sindrome abdominal agudo con intenso 
dolor epigastrico y contractura en tabla de 
la pared abdominal. La ausencia del neumo- 
peritoneo y la irradiacién izquierda del dolor 
llevaron al diagnéstico probable de ‘‘apo- 
plejia del panereas,’’ confirmada al dia 
siguiente por la reaccién de Wolghemuth 
fuertemente positiva. 

3 enfermos fueron operados después del 
fracaso del tratamiento medico y de establecer 
que se trataba de litidsicos biliares. La prueba 
terapéutica tiene para nosotros particular 
significado prondéstico, pues es ineficaz co- 
munmente en aquellos casos con lesiones muy 
extendidas, con destrucciones masivas del 
pancreas y degeneraciones viscerales irrever- 
sibles. En general muy pocas esperanzas 
pueden cifrarse en la operacién cuando los 
recursos médicos carecen de eficacia. Los 2 
primeros casos murieron en las primeras horas 
del postoperatorio y en ambos existia destruc- 
cin masiva del pancreas y acentuada gra- 
vedad en el momento de su ingreso. El caso 
N° 3 en cambio respondié bien al drenaje 
biliar. En resumen: 6, de los 7 opera dos 
hicieron la pancreatitis como complicacién 
de la litiasis biliar y en todos la intervencién 
quirtirgica comprobé un estasis canalicular. 
El drenaje se efectué practicando una cole- 
cistostomia con anestesia local en la mayoria 
de ellos. En el caso N° 4 no se actué sobre las 
vias biliares al establecerse la ausencia de 
estasis vesicular por la presién suave ejercida 
sobre el colecisto a través de la incisién de Mc- 
Burney. En 7 de los enfermos aqui comen- 
tados se observ6 abstencionismo. En 2 casos, 
los N° 11 y 12 se diagnosticé apoplejia de 
pancreas; en otro, el N° 10, setraté de pan- 
creatitis infecciosa. Los 3 curaron con trata- 
miento médico. Los enfermos 13 y 14, con 
pancreatitis de origen litiasica, mejoraron con 
tratamiento médico pero presentaron como 
secuela un seudo quiste que fué intervenido 
conjuntamente con su litiasis biliar; final- 
mente, los casos 8 y 9, murieron sin opera- 
cién. El enfermo 8 ingres6é en tal estado de 
gravedad que el fallecimiento se produjo a 
las pocas horas, sin reaccionar en absoluto 








immediata- 
mente le fué instituido ; y el caso 9 se present6 
en el curso de una ictericia grave, en una 
enferma emaciada y debilitada, en quien toda 
accion cruenta no hubiera sino precipitado 
la muerte. 


al tratamiento antishock que 


Si a los casos de pancreatitis aguda de 
origen litidsico sumamos los enfermos con 
seudoquistes del pancreas 0 pancreatitis ecrén- 
ica de origen biliar, no diagnosticadas en el 
momento agudo y que mas tarde fueron in- 
tervenidas por la complicaci6n, o simplemente 
por la litiasis biliar originaria, se coneluira 
en que el procentaje de los que salvan la etapa 
aguda supera en mucho al de los que mejor- 
aron después del drenaje quirtirigo de las 
vias biliares. Esta es nuestra experiencia y 
concuerda con los resultados obtenidos por 
Walzel de Viena, Nordmann de Berlin y Von 
Haberer de Colonia. Algunas_ estadisticas 
consignan resultados con el abstencionismo, 
acusando éxitos realmente extraordinarios. 
Elliason y North tienen 0% de mortalidad ; 
Smeal 7,5% ; Nordmann 22% y Mikpelson 
7,5%. Nosotros creemos que el abstencionismo 
conducido con, el ecriterio expuesto anterior- 
mente, constituye la mejor conducta tera- 
péutica frente a un enfermo con pancreatitis 
aguda. 


RESUMEN 


14 casos de pancreatitis aguda son 
comentados en este trabajo: 7 fueron 
operados y 7 no intervenidos. 

El origen litidsico de la enfermedad 
fué evidente en 10 casos. 

3 de los 10 enfermos con pancreatitis 
por litiasis biliar fueron intervenidos 
ante el fracaso del tratamiento médico 
y solo 1 curé. 4 de los operados 10 fueron 
vor error de diagnostico. 

De los no intervenidos 2 padecieron 
apoplejia del pancreas y 1 pancreatitis 
inflamatoria. 5 curaron y 2, que ingre- 
saron en grave schock, murieron. 

Hemos operado muchos’ enfermos 
litiasicos que pasaron su crisis aguda de 
pancreatitis sin diagnéstico y que vinier- 

















on al Hospital por un seudoquiste o 
simplemente por una litiasis complicada 
de pancreatitis cronica fibrosa. 

Toda pancreatitis aguda que complica 
una litiasis biliar la sometemos a trata- 
miento médico, y sdlo si este fracasa la 


TREATMENT OF ACUTE PANCREATITIS 





operamos durante la crisis. Nos limit- 
amos entonces al drenaje quirirgico de 
las vias biliares. 

En la mayoria de los enfermos, pasada 
la complicacién, tratamos operatoria- 
mente la litiasis. 
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The Scalenus Anticus Syndrome 


BERNARD D. JUDOVICH, M.D. 
And 
WILLIAM BATES, M.D., F.A.CS., F.I.C.S. 


PHILADELPHIA, PA. 


the fact that compression of the 

subclavian artery could be caused 
by a tightened anterior scalenus muscle; 
and that this in turn, could cause pain 
in the shoulder radiating into the arm 
and hand. Since then, confirmatory find- 
ings have been reported by others. 
Ochsner, Gage and deBakey published 
a report of several patients who were 
successfully treated by section of the 
muscle. Other observers have confirmed 
these findings. 

Being familiar with the anatomy in 
this area is essential to an understand- 
ing of the symptomatology. The sca- 
lenus muscle is attached to the anterior 
tubercles of the transverse processes of 
the 8rd, 4th, 5th and 6th cervical verte- 
brae. From here it courses almost 
directly downward to be inserted at the 
scalene tubercle, on the upper inner 
surface of the first rib. At this point it 
lies behind the subclavian vein and in 
front of the subclavian artery and 
brachial plexus. The components of the 
brachial plexus lie directly behind the 
medial surface of the muscle as they 
emerge from their respective foramina. 
Occasionally, a slip of muscle passes 
behind the artery, this forming an in- 
verted ‘‘V’’ of muscle over the artery 
with the rib at the base. The sympa- 
thetics lie closely adjacent to the medial 
surface of the anterior scalenus muscle. 

A painful syndrome may be produced 
by spasm or hypertrophy of this muscle. 


IN ‘tte fect that in 1938 pointed out 
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When this occurs, pressure may be ex- 
erted upon the subclavian artery and 
brachial plexus and sympathetic fibers; 
either by direct pressure or by indirect 
pressure caused by elevation of the first 
rib. It is also possible that pressure 
may effect the subclavian vein. 

Symptoms of this syndrome may vary 
from a mild burning sensation in the 
shoulder, arm and finger, to pain of ex- 
cruciating intensity. Motion is not lim- 
ited. The pain itself may follow the 
distribution of the lateral, medial and 
posterior cords, or the entire plexus may 
be involved. Not uncommonly pain in 
the distribution of D2, D3, and even D4 
may be associated with the syndrome. 

As a result of the compression fac- 
tors, changes in the surface temperature 
of the arm and hand may often be ex- 
hibited. Temperature may be decreased, 
or even increased where the obstruction 
to the venous return exists. 

The syndrome may coexist with other 
lesions about the shoulder joint, such 
as subdeltoid bursitis. It may be trau- 
matic or non-traumatic. Drooping 
shoulders or other postural deformities 
may be considered a form of chronic 
trauma. 

Gage introduced injection of the 
scalenus muscle with procaine solution 
as a diagnostic test. However, in our 
short series, there have been patients 
who obtained complete relief of pain by 
infiltration and no relief by section of 
the muscle. 
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In reporting upon procainization of 
the scalenus anticus muscle, observers 
state that in numerous patients they 
had obtained a MHorner’s syndrome. 
Although it is true that through the 
scalenus mechanism, there may be irri- 
tation of the sympathetics, it is a sec- 
ondary effect, and infiltration of the 
muscle with procaine which results in a 
Horner’s syndrome with relief of pain, 
should not be considered evidence that 
the muscle is at fault. Sympathetic 
anesthesia appears to be an undesirable 
effect. Blocking of the cervical sympa- 
thetic chain is capable of relieving pain 
other than that which is scalenus anticus 
in origin. Another important fact is 
that infiltration resulting in a Horner’s 
syndrome produces an effect which is 
not duplicated by section of the muscle. 


To obtain a proper evaluation of this 
syndrome, we feel that the infiltration 
should be limited to the boundaries of 
the muscle, and that when a Horner’s 
syndrome is obtained, operation should 
be deferred until successful muscle in- 
filtration without the sympathetic effect 
has been obtained. 

Nine of our patients obtained com- 
plete relief from pain following injec- 
tion of the scalenus anticus muscle with 
procaine solution. No Horner’s syn- 
drome had been obtained in these cases. 
All obtained excellent results following 
section of the muscle. 

In three consecutive cases, failures 
followed cutting of the anterior scalenus 
muscle after complete relief was ob- 
tained by infiltration with procaine 
solution. All three had developed a 
Horner’s syndrome with the injections. 
One of these patients had a bilateral 
section. She had developed a sympa- 
thetic anesthesia on each side, following 
infiltration. 

A patient who was injected twice 
with procaine, developed a Horner’s 
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syndrome on one occasion, and none on 
the other, obtaining complete relief in 
both instances. Section of the muscle 
was followed by complete relief of pain. 

In another case, the muscle was infil- 
trated with little relief of pain. After a 
fifteen minute waiting period, we delib- 
erately introduced a longer needle and 
produced a Horner’s syndrome with im- 
mediate disappearance of all pain. 
Needless to say, this muscle was not cut. 

Concerning those patients who be- 
came pain-free following section of the 
muscle, and who had prior to operation 
developed a Horner’s syndrome after 
infiltration, we feel that infiltration of 
the muscle alone would have yielded the 
same results. They certainly did not de- 
velop a sympathetic anesthesia after 
the muscle was cut. 

Modification of our technique and dis- 
regarding relief of pain in the presence 
of a Horner’s syndrome gave us highly 
satisfactory results. Seven consecutive 
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Diagrammatic Representation of Structures Involved 
in Sealenus Anticus Syndrome. 
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Fig. 1. Illustrating the posterior border of the Fig. 2. Index and middle fingers of left hand 
sterno-cleido-mastoid muscle. Markings denote the straddle first rib behind clavicle, pushing the 
sternal and clavicular attachment. sterno-cleido-mastoid medially at the same time. 


During this procedure, flexing the head toward 
the painful side is often necessary. 


HYPO-NEEDLE TECHNIQUE OF SCALENUS 
ANTICUS INJECTION 


The patient’s chin is turned to the 
non-painful side and the head slightly 
retracted. This brings the muscles in 





Fig. 3. The right forefinger palpates the resis- 
tance of the first rib and can also palpate the lower 
end of the scalenus anticus muscle. 


cases were completely relieved by 
muscle section. 

We feel that errors may be avoided 
by not infiltrating too deeply and by at- 
tempting to make certain that the injec- 
tion is confined to the muscle. To this 
end we have devised the following tech- 
nique. 





Diagram of Fig. 2 
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Fig. 4. The fingers of the left hand ‘‘crawl’’ up 
along the belly of the scalenus muscle to a point 
about one and a half inches above the clavicle. 
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Diagram of Figure 4 


this area into greater prominence. The 
lateral border of the tip of the left mid- 
dle finger is placed against the outer 
border of the sterno-cleido mastoid 
muscle, just above its clavicular attach- 
ment, with the forefinger spaced about 








Fig. 5. The muscle is held taut between the 
fingers, at the same time pushing inward with 
force so that the muscle bellies forward between 
the two fingers. An ordinary % inch hypodermic 
needle is inserted full length and the procaine 
solution injected. 


34 of an inch away. At the same time 
the clavicular head of the sterno-mastoid 
muscle is pushed medially. 

Pressure is made downward and be- 
hind the clavicle so that two fingers 
straddle the first rib near the insertion 
of the sealenus muscle. The first rib can 
be further palpated by the index finger 
of the right hand. From this point up- 
ward the course of the muscle can be 
followed. Maneuvering the head with 
the free hand alternately flexing and ex- 
tending the muscles, will help while pal- 
pating. 

When the insertion of the muscle is 
well localized, the two fingers ‘‘crawl’’ 
upward along its belly to a point about 
114 inches above the clavicle. The 
muscle is then confined to the space be- 
tween two fingers, and with inward 
pressure is held taut, so that the muscle 
bellies outward between the two fingers. 
An ordinary 14 inch hypodermic needle 
is inserted full length into the muscle 
and the procaine solution injected. 

Three cases in particular are worth 
surveying. A veterinarian suffered se- 
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vere pain in the right shoulder, arm 
and hand for 8 months which had be- 
come progressively worse. He had un- 
dergone previous treatment including 
manipulation under anesthesia. The his- 
tory was irrelevant except for an oper- 
ation for a calcified ‘‘bursitis’’ on the 
left side several years ago. Pain in- 
volved the entire brachial plexus distrib- 
ution including the level down to D3. 
The entire arm was tender including the 
hand. The fingers were puffy and one 
half again the size of the fingers of left 
hand. The palm of the hand had a mot- 
tled appearance, and felt warmer than 
the other hand. Surface temperature 
readings with a thermocouple showed 
the right hand to be 1.5° higher than the 
left. The muscles of the arm were 
atrophic from disuse. Reflexes were 
normal. 


The patient was unable to abduct his 


arm to any appreciable degree without - 


severe pain. Pain was ever present and 
he had lost 18 pounds of weight. 


At his initial visit, he was injected at 
D1, D2 and D3 paravertebrally, the re- 
gion of the subdeltoid bursa was infil- 
trated, and a brachial plexus block 
performed. Within several minutes 
pain and tenderness had almost com- 
pletely subsided. Scapular motion was 
free and painless, whereas previously 
it was quite painful. Abduction of the 
arm was increased, but at a certain 
point became painful and difficult due 
to adhesions. 

Coley’s Fluid was administered intra- 
cutaneously over the bursal area for its 
counter-irritant and protein effect. 
After several treatments the patient 
was markedly improved. He was ad- 
vised to return home and report back 
in a week, at which time he reported 
that he had remained markedly im- 
proved for several days when the pain 
in the lower arm returned with its for- 


mer severity. The pain in the deltoid 
region remained improved and abduc- 
tion was considerably better, the pain 
and tenderness of D2 and D3 had not 
recurred, scapular motion was markedly 
improved. The pain in the arm and 
hand, however, was intense. 


Re-examination showed that tension 
against the scalenus anticus muscle 
was extremely painful. The muscle was 
infiltrated with 2% procaine solution 
and immediate relief of pain was ob- 
tained. 

The patient was admitted to the hos- 
pital for section of the muscle. At oper- 
ation, the muscle was found to be taut. 
The subclavian vein was markedly di- 
lated, one and one-half times its normal 
size, just lateral to the first rib. Section 
of the muscle was followed by immedi- 
ate relief of pain. Three ‘weeks after his 
discharge from the hospital he returned 
with very little pain, stating that it was 
gradually disappearing, and that he 
had resumed his office duties. The thick- 
ening of his fingers, the inability to 
maneuver them properly, the normal 
reflexes, and the dilatation of the sub- 
clavian vein, all tend to point to the 
fact that the changes were due to 
chronic passive congestion. In 2 months, 
these changes had almost completely 
disappeared. At this time equal surface 
temperature readings were obtained. 


J. C. Male, Age 49. Complaint: Pain 
left side of head, shoulder, arm and 
back. Duration 3 years. Tripped and 
fell—awoke in the hospital with no 
memory until a week following admis- 
sion. Dizzy, headache, loss of sense of 
smell and taste and deafness in left ear 
which later disappeared. Complains of 
pain left side of the cheek and below the 
ear and the occiput left side. Positive 
Romberg. Anesthesia to pain over en- 
tire left side of face and neck extending 
down to level of 3rd rib. Pain when ro- 
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tating the head to right shoulder, pain 
shooting into the left arm, chest, neck 
and back, associated with numbness 
and tingling of the hand. Reflexes all 
present and active. No atrophy. Dimin- 
ution of power of left arm and move- 
ment of left shoulder. Sense of vibra- 
tion and position normal. Left central 
facial palsy. No definite organic basis 
for anesthesia. Thought to have had 
syphilis although serologic tests proved 
to be negative. Four hospital admis- 
sions, two encephalograms. 

Examination revealed marked ten- 
derness, at the level of the 2nd cervical 
vertebrae at which point pain radiated 
to a point behind and above the left ear. 
Marked tenderness of the left shoulder 
girdle with pain and tenderness of the 
entire arm. The grasp of the left hand 
was weak as compared to the right 
hand. Oscillometric readings of left 
radial and brachial pulse were approx- 
imately one-half of that obtained on the 
right. side. Thermocouple readings 
showed the left hand to be 4° lower than 
the temperature obtained on the right 
hand. Marked sensitivity at lower end 
of anterior scalene muscle. The latter 
findings were checked on four different 
occasions and were found to be con- 
stant. There was tenderness of the left 
chest wall down to the level of the 4th 
dorsal nerve. In the low back region 
there was marked tenderness of the der- 
matomes involving D12 and L1. He also 
complained of sciatic radiation which 
was associated with tenderness. 

Treatment consisted of infiltration of 
the occipital nerve, brachial plexus, 1st 
to 4th dorsal nerves, nerve roots of 
the dorso-lumbar spine, and the sciatic 
nerve. Prompt improvement followed 
each injection and at the end of one 
month patient was discharged and able 
to return to work. He returned with a 
complaint of heaviness, numbness, and 


tingling in the left arm, and twinges in 
the left side of the face and occiput. In- 
filtrations of the scalenus anticus 
muscle on several occasions gave imme- 
diate relief of pain. A short while later 
his scalenus muscle was severed. 

Following operation, the skin surface 
temperature returned to normal within 
24 hours. The feeling of weight and 
tingling in the left arm also completely 
disappeared. The pain of the occiput 
and left side of face was also completely 
relieved. Oscillometric readings were 
normal 8 days after operation. The pa- 
tient made a complete recovery. 

Diagnosis: Post-traumatic neurosis 
and concussion state. Neuralgia involv- 
ing nerve roots (C2, brachial plexus, 
dorsal roots 1, 2, 3, 4, 12, scalenus anti- 
cus syndrome, L1 and sciatic nerve, 
traumatic in origin. 

In one patient who sustained frac- 
tures of the left transverse processes of 
C4 and C5, and of the spinous processes 
of C6 and C7, and D1, the only complaint 
of pain was slightly to the left of the 
spinous process of D1. He had a dilated 
left pupil, weakness and atrophy of the 
muscles of the left arm. The reflexes 
were diminished. 

The area of complaint showed no evi- 
dence of tenderness. Extending the 
head and forcing the head away from 
the shoulder at the same time, dupli- 
cated his pain. Palpation of the 
scalenus anticus muscle caused sharp 
radiation of his pain to D1, exactly at 
the area of complaint. Oscillometric 
readings were diminished at the left 
brachial artery as compared to the 
right. The skin surface temperature 
was reduced. Infiltration of the muscle 
with procaine stopped the pain, and 
eased the headache. The dilated pupil 
remained unchanged. The patient ob- 
tained such marked relief from repeated 
infiltrations that operation was de- 
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ferred. Increased muscle tone and 
strength of his grip was reported by the 
patient, and he was able to return to 
work. 

It would appear that a _ tightened 
scalenus anticus muscle may cause a va- 
riety of symptoms. The usual picture is 
one of brachial plexus neuralgia. This 
may also include pain and _ tender- 
ness down to the level of D4 or perhaps 
D5. In one patient heaviness, numbness 
and tingling of the arm and hand was 
the predominating symptom. It ap- 
pears also that it may cause facial pain 
referred by way of the cervical sympa- 
thetics. In the instances in which this 
finding was observed, the facial pain 
was not associated with tenderness. 


SUMMARY 


(1) The authors stress the impor- 
tance of familiarity with anatomy as 
essential to understanding of the symp- 
toms of this syndrome. 

(2) The symptoms of the condition 
are described. 

(3) The value of various treatments 
is discussed. 

(4) A series of cases are reported 
with the results obtained following in- 
jections of the scalenus anticus muscle 
with procaine solution. 


(5) An evaluation of the various 
forms of treatment is presented. 
(6) The technic and results of the 
authors’ treatment is described. 
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SUMARIO 


(1) Los autores hace énfasis de la im- 
portancia de la familiaridad con la 
anatomia como esencial para entender 
los sintomas de este sindrome. 

(2) Los sintomas de la condicién son 
descritos. 

(3) El valor de tratamientos variados 
es discutido. 

(4) Una serie de casos son reportados 
con los resultados obtenidos siguiendo 
inyecciones del musculo escalenus anti- 
cus con solucién de procaina. 

(5) Una evaluacion de las varias for- 
mas de tratamientos es presentada. 

(6) La técnica y resultados del trata- 
miento del autores es descrita. 
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The Changing Pattern of Collapse Therapy in 
The Treatment of Tuberculosis* 
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HE evolution of the accepted oper- 
ations used in tuberculosis of the 
lungs has been a natural develop- 
ment because of the failure of medical 
treatment to arrest the disease in many 
cases. A milestone was reached when 
surgery was proposed in the treatment 
of tuberculosis. 

It is obvious that it will be impossible 
to cover the entire field of surgical 
therapeutic measures for the cure or 
arrest of pulmonary tuberculosis. The 
various operations that have been used 
are those on the phrenic nerve causing 
complete or temporary paralysis, pneu- 
monolysis (the cutting of adhesions), 
extrapleural pneumothorax, and api- 
colysis followed by the injection of air. 
The operation of plombage after an 
apicolysis, in which paraffin, gauze, or 
muscle is used to apply the necessary 
compression, has practically been dis- 
carded. The operations mentioned above 
have been very popular at various times 
in the history of the evolution of col- 
lapse therapy. 

However, the operation of thoraco- 
plasty has been used continuously since 
Wilms and Sauerbruch originated it. 
From the very simple procedure of re- 
moving small portions of the second to 
eleventh ribs, there has been developed 


a modern operation of thoracoplasty in- . 


*Presented at the International Assembly of the In- 
ternational College of Surgeons, Mexico, D. F., 
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cluding the procedure as advocated by 
Semb. This paper, therefore, will be 
devoted to a consideration of the results 
of three and a half years experience 
with the operation of thoracoplasty as 
performed in the Tuberculosis Sanato- 
rium at Hamburg, Pa. It does not in- 
clude reports of seven and a half years 
of active surgery on the tuberculous as 
performed in the Philadelphia General 
Hospital. These cases will be reviewed 
in an additional presentation. 


A STUDY OF THORACOPLASTIES 


The value of the modern, postero- 
lateral thoracoplasty in the treatment of 
pulmonary tuberculosis is now well 
established. It is not the purpose of 
this report to introduce any modifica- 
tions of this procedure, but to record 
our experience with the operation dur- 
ing its use at the Pennsylvania Tubercu- 
losis Sanatorium, Hamburg, Pa., from 
May, 1937, to November, 1940. 

The patients operated upon were 
taken from the two other State Sana- 
toria, as well as our own, since the sur- 
gical department here was the first of 
the three to be organized. Patients 
transferred for operative work were 
returned to the institution which re- 
ferred them, for convalescence and fur- 
ther medical care. 

The series of cases reviewed is com- 
posed of 111 patients, who received 262 
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operations , an average of 2.35 stages 
each. Two of these individuals had 
chronic, post-pneumonic empyema, and 
were classified as non-tuberculous. 
Thirteen others were not included in 
most of the studies because they were 
still in the immediate post-operative 
period, or were waiting for additional 
operations. In the preparation of the 
following tables, as many of the remain- 
ing 96 patients as possible were included 
in each phase of the study. The number 
varies according to the completeness of 
the clinical record in each subject. The 
results of operation are based upon re- 
plies received from questionnaires sub- 
mitted to staff physicians at sanatoria 
or clinics attended by each patient at the 
writing of this report. A few returns 
were made by the patients themselves. 


The conventional method of studying 
results according to the presence or ab- 
sence of tubercle bacilli in the sputum 
has not been used, because it does not 
take into consideration the physical con- 
dition. A patient may have negative 
sputum, and still be a physical or res- 
piratory cripple. The classification sug- 
gested by the National Tuberculosis 
Association was also not considered 
satisfactory in estimating results over 
a relatively short period of time, as 
covered by this report. A combination 
of the two methods seemed to be more 
suitable. The cases have been placed 
in three groups: 


1. ‘‘Satisfactory’’— those who are 
arrested, apparently arrested, 
quiescent with negative sputum, 
and improved with negative 
sputum. 


2. ‘‘Improved’’—those whose sputum 
remained positive, although their 
condition otherwise improved. 


3. ‘*Unsatisfactory’’—all deaths, and 
those who remained unimproved 
or became worse, irrespective of 
sputum conversion. 


A case was considered successfully com- 
pleted when no open cavities were dem- 
onstrated by Potter-Bucky x-ray exam- 
ination, repeated examinations of con- 
centrated sputum were negative, and 
the clinical condition of the patient 
justified this assumption. 

Before selection for thoracoplasty, 
each patient received a laboratory study 
to determine the blood count, vital capac- 
ity, Wassermann reaction, basal meta- 
bolic rate, and venous pressure. Gen- 
erally, a vital capacity of one liter or 
less was considered to be a contra- 
indication to operation. However, occa- 
sionally this figure was disregarded 
without later regret, if the respiratory 
reserve was deemed adequate from the 
clinical standpoint. A thorough cardiac 
study, including an electrocardiogram, 
was done in each case. During the past 
year, bronchoscopic examinations have 
been included in the routine study. Our 
experience has lead us to believe, with 
Alexander, that thoracoplasty is rarely 
justified in the presence of progressively 
ulcerating, stenotic, or bronchiectatic 
lesions (1). 

Approximately 85 per cent of the pa- 
tients received some form of collapse 


TABLE 1. PREVIOUS COLLAPSE THERAPY 
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PNEUMOTHORAX ON SAME SIDE 90 
PNEUMOTEORAX ALONE © 64 


" WITH PNEUMONOLYSIS -9 
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" WITH OTEER COLLAPSE -15 
PNEUMOTHORAX ON OPPOSITE SIDE 
PNEUMOPERITONEUM 
ERTRAPLEURAL PNEUMOTHQRAX ON SAME SIDE 
PLOMBAGE ON SAME SIDE 
THORACOPLASTIES BEGUN ELSEWHERE 


earner 
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therapy on the same side prior to thor- 
acoplasty (Table I). 

Operation was seldom attempted un- 
less artificial pneumothorax had been 
tried, and found to be unsuccessful or 
ineffective. Pneumothorax and other 
minor collapse procedures, although un- 
successful in converting the sputum, 
frequently improved the physical condi- 
tion of the patients so that they were 
then better able to undergo major 
surgery. 

Thoracoplasty was withheld from 
those who had ineffective pneumothorax 
until the lung re-expanded, so that oper- 
ation would not be performed over a 
free pleural space. However, this ideal 
situation could not always be attained. 
In some cases the lung failed to re- 
expand completely due to fibrosis of the 
atelectatic and tuberculous areas within 
the lung, as well as thickening of the 
pleura (2). When pneumothorax was 
discontinued, still others had an acute 
exacerbation of disease, which demanded 
immediate operation to control it. 

Forty-six males and 65 females were 
operated upon, a ratio of 2:3. Reports 
from other clinics vary as to the dis- 
tribution between the sexes; usually the 
division is about equal (3). The rela- 
tively low number of men in our series 
may be explained by the presence of 
many cases of anthracosilicosis in the 
male patients of the Pennsylvania State 
Sanatoria. In our experience, this con- 
dition seldom permits effective collapse. 
It is also our impression that females 
are more willing to accept surgical treat- 
ment. 

Only six negroes are noted in the 
entire series. This figure is dispropor- 
tionately small when compared with the 


number of colored patients in our insti- 


tutions (14 per cent). . Negroes here 
seem to have a more unstable form of 
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tuberculosis, as well as more extensive 
lesions at the time of admission. 


The youngest patient was sixteen; the 
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oldest, 46. The majority were between 
21 and 35 (Table IL), which is acknowl- 
edged to be the most favorable age (3). 
No arbitrary age limit was set for the 
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cases accepted for operation; however, 
all of our patients beyond the age of 
46 had chronic lesions offering a life 
expectancy not likely to be lengthened 
by surgery, or had unacceptable cardio- 
vascular systems. 

More patients received the operation 
on the right side than on the left (Table 
III). The clinical results and mortality 
rate were found to be more favorable 
in the right-sided cases of our series. 
This is in disagreement with Jessen, 
who states that a higher mortality occurs 
in right-sided cases, due to the greater 
effect of collapse on the thin-walled 
thoracic veins on the right, than on the 
thick-walled heart (3). 

No limit was set for the duration of 
disease considered acceptable for thor- 
acoplasty. However, our figures approx- 
imate Urquhart’s (4). We also agree 
that those who have had the disease 
from two to ten years are most apt to 
have a successful result (Table IV). 
The more acute, and consequently less 
stable, lesions do not respond well. It 
is a mistake, however, to wait too long 
for a lesion to become chronic. The 
danger of spread and the development 
of complications outweighs the advan- 
tage of operating over a more produc- 
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tive lesion (5). The very chronic, and 
therefore extremely fibrotic, lesions also 
produce less favorable results, due prob- 
ably to the resistance to collapse offered 
by the dense underlying lung. 

The number of lesions of long dura- 
tion may be unusually large. This is 
because the series represents an accumu- 
lation of cases over a period of years. 
No thoracic surgery was done in the 
Pennsylvania State Sanatoria prior to 
May, 1937; consequently many patients 
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have had to wait longer for a thoraco- 
plasty than they will now that facilities 
are available. 

It is preferable to operate on patients 
with non-toxic lesions. However, we 
believe with others (6) that thoraco- 
plasty may be justified in the presence 
of a clinically active lesion when no 
other less serious procedure gives prom- 
ise of benefit. Naturally, the results are 
not as good in the latter group, although 
the difference is surprisingly small 
(Table V). The arrangement of pa- 
tients in this table corresponds to the 
classification proposed by the National 








Tuberculosis Association. We had no 
patients in Group ‘‘C’’ who received 
the operation. 

Serious tuberculosis complications 
were present before operation, singly 
or in combination, in 14 patients (Table 
VI). Good results were observed in two 


TABLE 6, COMPLICATIONS PRIOR TO THORACOPLASTY 
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of these conditions, unmixed tubercu- 
lous empyema and _ non-progressive 
tuberculosis of the larynx. Thoraco- 
plasty was done on five patients with 
known ulcerating, stenotic, or bronci- 
ectatic lesions of the bronchi. The re- 
sults obtained in this group were not 
good; the sputum remained positive in 
each case, although the physical condi- 
tion of two of the patients improved. 
At this time no definite statement can 
be made as to the effect of the operation 
on mixed tuberculous empyema, since 
two of the three cases done require fur- 
ther surgery to obliterate the pleural 
cavity. However, the end-results of con- 
servative treatment of this condition are 
notoriously bad. We believe we are 
justified in assuming from the results 
of others (7) that thoracoplasty offers 
these patients more hope of a successful 
outcome. Residual pleural space from a 
previous artificial pneumothorax on the 
same side was obliterated by absorption 
or aspiration without untoward effect 
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in all eight patients who had this con- 
dition. 

The pathologic nature and distribu- 
tion of the lesions in the case selected 
varied considerably. All but one had 
one or more cavities in the hemolateral 
lung. The sputum was positive in each 
case. 

For the purpose of studying the ex- 
tent of the lesions, each lung was divided 
horizontally into thirds. The results of 
operation according to the distribution 
of the lesion on the side operated upon 
is summarized in Table VII. The char- 
acter of the lesions is not taken into 
consideration by this method, record 
being made only of the portions of the 
lung containing tuberculous deposits. 
Fully 69 per cent of the patients had 
extensive lesions involving two-thirds 
or more of the lung on the side operated 
upon. As would be expected, the more 
successful results were obtained in the 
less extensive lesions. 

The number of lesions limited to the 
lower third was too small to furnish 
conclusive evidence of the value of the 
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operation in disease of this type. How- 
ever, three of the four cases in our 
series having this distribution attained 
successful closure of their cavities and 
negative sputum. One was improved. 

Over 80 per cent of our patients had 
bilateral disease. The great majority 
had only a stable, productive lesion lim- 
ited to one-third or less of the contra- 
lateral lung (Tables VIII and IX). 
However, 12 others had exudative 
lesions in the opposite side, and four 
of the earlier cases were cavernous. 
Naturally, these patients did not do so 
well as those with slight or no lesions 
in this lung. 


TABLE 6. ee OF THORACOPLASTY ACCORDING 4 THE 
ATURE OF THE LESION IN THE OPPOSITE LUNG. 
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The achievement of the best results 
in cases with more extensive involve- 
ment of the opposite lung is paradoxical. 
However, the number of cases having 
two-thirds or more of this lung involved 
is too small to be conclusive. It should 
be repeated that this method of study 
does not take into account the character 
of the lesions, only their ‘distribution. 
Our figures indicate, however, that the 


pathologic nature of the lesion in the 
opposite lung is more important than 
the extent of its distribution. 

For these bilateral cases, it has been 
our practice to induce intrapleural 
pneumothorax to control the contralat- 
eral lesion before establishing extra- 
pleural pneumothorax on the more 
extensively diseased side. Lately 
thoracoplasty has been used in this type 
of case in preference to extrapleural 
pneumothorax, with apparently better 
results. 

It is evident from the foregoing dis- 
cussion that the indications for thoraco- 
plasty in our clinic have been rather 
elastic. We have accepted many unfay- 
orable cases, in the hope of salvaging 
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some who would otherwise face an al- 
most hopeless outlook. 


Before operation, the patients have 
been permitted to be up for a few days 
to improve the tone of their cardiovas- 
cular systems. In addition to the usual 
preparation prior to other major oper- 














ations with general anesthesia, an im- 
mediately pre-operative prophylactic 
drainage was practiced routinely. All 
operations were performed with cyclo- 
propane anesthesia, which was found 
to be very satisfactory, particularly in 
those cases with reduced vital capacity. 

The modern, postero-lateral, multiple 
stage thoracoplasty was used in every 
case. The usual parascapular incision 
was employed, with extension forward 
and downward when necessary. The 
first rib was always removed completely. 
The number and lengths of the subse- 
quent ribs varied according to the indi- 
cations. Seldom were more than three 
ribs removed at one operation. Forma- 
linization of the periosteum following 
removal of the upper three ribs at the 
first stage was practiced, but avoided 
at the following stages because of the 
danger of paradoxical motion. The in- 
terval between stages was usually four 
weeks, although occasionally this period 
was reduced to three or even two weeks 
when the condition of the patient was 
particularly good. 

An attempt was made to ade the 
results obtained by apicolysis and re- 
moval of the transverse processes. How- 
ever, factors other than these frequently 
influence the results of operation, so 
that interpretation of the figures com- 
piled in a small series of cases such as 
this must be made with caution. It will 
be noted in Table X, for example, that 
better results were achieved when the 
ribs alone were resected, than when 
apicolysis or removal of the transverse 
processes was done. At first glance, it 
would seem, therefore, that the latter 
procedures contributed nothing toward 
a favorable outcome. However, most 
cases receiving these operations had 
more favorable lesions than those in 
which only the ribs were resected. For 
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this reason alone, they could be expected 
to yield less favorably to collapse. The 
most successful group was a small one 
of five patients who had a partial scap- 
ulectomy. This procedure was done only 
for those lesions of limited extent which 


TABLE 10, PESULTS OF THORACOPLASTY ACCORDING TO THE 
TYPS OF OPERATICN PERFORMED. 
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NEGATIVE 
7 6 9 4 
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COMPRESSION 7 1 0 2 
GAUZE PACK (50 0%) (50.0%) 
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were expected to be effectively or, 
by two stages. 

Following operation, the patients were 
returned to bed, and kept in the Tren- 
delenburg position for twenty-four 
hours, to prevent shock and encourage 
drainage of the bronchial secretions. 
Their position was changed periodically 
to permit gravity to act upon all seg- 
ments of the bronchial tree, although 
they were not permitted to remain for 
any considerable length of time on the 
sound side, because of the danger of 
contralateral spread. During the entire 
post-operative period, the patients were 
instructed to spend most of their time 
lying upon the side operated upon, in 
order to increase the collapse of the 
chest wall by the weight of the body, 
and to prevent the formation of excess- 
ive scoliosis. When lying on their 
backs, a sand bag was placed upon the 
anterior chest. Fluids were given intra- 
venously and subcutaneously until the 
cessation of post-operative nausea and 
vomiting, which were, incidentally, sel- 
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dom marked. Blood transfusion was 
given almost routinely for its tonic 
effect, as well as for the prevention and 
treatment of shock. Fluids and food by 
mouth were permitted as soon as toler- 
ated. Oxygen therapy has been admin- 
istered when indicated. Opiates were 
given only when necessary to control 
pain. Their use was usually limited to 
the first few days, since their sedative 
effect on the cough reflex was believed 
to favor retention of sputum and spread 
of the disease. 

As a rule, the patients were permitted 
out of bed on the fourteenth day for 
bathroom privileges and to exercise 
their cardiovascular systems. At the 
end of the third week, each case was 
again discussed at conference, and a 
decision was made on the basis of physi- 
cal condition, repeated sputum analyses, 
and the x-ray appearance of the chest 
whether to produce further collapse, or 
advise a prolonged period of bed-rest 
and observation. 

If the collapse was apparently effec- 
tive, the patient was transferred to the 
medical wards for convalescence. A 
period of at least six months’ bed-rest 
was advised. The patients received from 
other State Sanatoria were returned to 
these institutions to complete their con- 
valescence after a period of observation 
here. 

When the sputum remained positive 
following thoracoplasty, and the collapse 
was judged to be adequate, the patient 
was usually kept at complete bed-rest. 
Not infrequently we were gratified to 
find the sputum become negative on this 
régime. Sometimes several months 
passed, however, before success was 
achieved. Occasionally, when the source 
of the tubercle bacilli was found to be 
in the lower portion of the lung, paral- 
ysis of the diaphragm by phrenic nerve 


interruption succeeded in converting the 
sputum (Table XI). However, when a 
residual cavity was evident, a revision 
was done with excision of re-formed 
bone. This procedure has not produced 
gratifying results so far in our clinic. 
In only one case can it be judged to have 
been successful. Spread of tuberculosis 
in the opposite lung occurrred in a num- 
ber of cases. In six of these, the lesion 
was thought to be susceptible to control 
by phrenic paralysis or artificial pneu- 


TABLE 11. EFFECT OF SUBSEQUENT COLLAPSE THERAPY 
ON THE RESULTS OF THORACOPLASTY 
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mothorax, but only two of these patients 
responded favorably to treatment. 

To summarize: the results of collapse 
therapy following unsuccessful thoraco- 
plasty are not encouraging. 

Post-operative complications, occur- 
ring singly or in combination, are listed 
in Table XII. The most common, and 
apparently the least serious complica- 
tion, was pneumothorax induced by ac- 
cidental tear of the parietal pleura at 
operation. The air disappeared by ab- 
sorption or aspiration in every case 
without further incident. Wound infec- 
tions were seldom serious, except when 
due to tubercle bacilli. The latter infec- 
tions of the chest wall have not re- 
sponded well in our hands. Complica- 
tions were found most often after the 
first stage (18 per cent), and almost as 
frequently after the second stage (16 














per cent). Difficulty of this kind was 
seldom experienced after other stages. 


Mortality rates were studied on the 


TABLE 12. THE INCIDENCE OF COMPLIUATIONS FOLLOWING | 
LHOKACOPLASTY, 
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BRONCEOGENIC 
SPRF. 1 3 2 6 
B. KOLISM 0 0 4 4 
HeMOrTYs18 1 0 2 3 
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basis of cause as well as time relation- 
ship (Table XIII). Ten patients died 
within the first days from conditions 
directly attributable to the operation. 
The operative mortality was placed, 
therefore, at 9 per cent. There were two 
deaths from massive hemoptysis which 
occurred in the immediate post- 
operative period, and were termed 
‘‘tuberculous.’’ ‘These were possibly 
precipitated by surgery. The leading 
cause of death, in our series as well as 
others (8), was found to be cardio- 
respiratory failure. This was usually 
due to shock or respiratory insufficiency 
from massive atelectasis. All late deaths 
were from progression of tuberculous 
lesions in the lungs and elsewhere. The 
total mortality from all causes in the 
three-and-a-half-year period was 16.2 
per cent. 

It is interesting to note the effect of 
the operation upon a number of common 
physical symptoms (Table XIV). For 
example, 89.1 per cent of the surviving 
patients still had some cough and ex- 
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pectoration at the time of this report. 
Only 10.1 per cent reported a complete 
absence of sputum. The usual amount 
of sputum was stated to be about half 


TABLE 13. THE CAUSES OF DEATH FOLLOWING 
THORACOPLASTY 


SURGICAL DEATHS -- 10 CASES 
@. IMMEDIATE ~~ 10 CASES 


1. HEWORRHAGE, S HOURS POST-OPERATIVELY. 

2. SHOCK, 14 HOURS POST.OPERATIVELY.. 

3. SHOCK AND ATELECTASIS, 14 HOURS POST - 
OPERATIVELY. 

4. SHOCK, 16 HOURS POST-OPERATIVELY. 

Se EMBOLISM, 1 DAY POST-OPERATI/ELY. 

6. CIRCULATORY FAILURE , 1 DAY POST- 
OPERATIVELY. ; 

7. CIRCULATORY FAILURE, $ DAYS POST- 
OPERATIVELY. 

8. E¥BO!.ISM, 3 DAYS POST-OPERATIVELY. 

9. CARDIO-RESPIRATORY FAILURE, 5 DAYS 
POST-GPERATIVZLY. 

10. CARDIO-RESPIRATORY FAILURE, 10 DAYS 
POST OPERATIVELY. 


be LaTex = NO CASES 


TUBERCULOUS DEATHS «= 7 CASES 


a. IMMEDIATE --2 CASES 


11. HEMOPTYSIS, 10 HOURS POST-OPERA~ 
TIVELY. 

12. HEMOPTYSIS, 11 HOURS POST-OPERA- 
TIVELY. 

b. LATE = 5 CASES ~ 

13. TUBERC. MENINGITIS, 10 WEEKS POST- 
OPERATIVELY. 

14, TUBERC. BRONCHOPNEUMONIA, 11 WEEKS 
POST-OPERATIVELY. 

15. TUBERC. BRONCHOPNEUMONIA, 3 MONTES 
POST-OPERATIVELY. 

16.GENEKALIZED TUBSRCULOSIS, 14 YEARS 
POST-OPERATIVELY. 

17. FOLLOWING NEPHRECTOMY FOR RENAL 
TUBERCULOSIS, 3 YEARS POST -OPERA~ 
TIVELY. 


OTHER DEATHS -- 1 CASE 


18. BRONCHOPNEUMONIA DUE TO | 
FLOODING OF LUNG THROUGH A 
BRONCHOPLEURAL FISTULA BY NON- 
‘TUBERCULOUS, EMPYEMIC PUS, 6 
WEEKS POST-OPERATIVELY. 


SURGICAL MORTALITY - 9.0% (10 
DEATHS IN 111 PATIENTS) 


TOTAL MORTALITY - 16.2% (18 DEATHS 
IN 111 PATIENTS. 


an ounce daily. Inasmuch as this sputum 
was consistently negative in the cases 
included in the group termed ‘‘good 
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result,’’ its source was concluded to be 
bronchial (9). 

It may also be noted from examination 
of Table XIV that only 50 per cent of 
the patients report a gain in weight over 
the pre-operative level. This can be 
explained by the fact that most patients 
reached a normal weight prior to oper- 
ation. The apparent decrease in weight 
by 41.3 per cent is due to several factors, 
such as the number still regaining the 
loss of weight directly due to operation, 


TABLE 14. EFFECT OF THORACOPLASTY ON PHYSICAL CONDITION 
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those who continue to lose weight be- 
cause of progression of tuberculosis, 
and those who have lost some of the 
excessive weight induced by prolonged 
bed-rest on resumption of exercise. 

Of the whole number, 46.8 per cent 
reported as having no dyspnea whatso- 
ever. The remaining patients stated that 
they had slight shortness of breath, and 
that, only on exertion. Few had suffi- 
cient dyspnea to be annoyed by it. 

The complete results of thoracoplasty 
in our tuberculous patients are sum- 
marized in Table XV. The ‘‘satisfac- 
tory’’ group comprises 60.2 per cent of 
the total; the ‘‘improved’’ and ‘‘unsat- 
isfactory’’ groups account for the bal- 
ance. The prognosis of the patients 
included in the first group is quite good; 
in the second, the outlook is questionable, 
and those classified as ‘‘worse’’ will 
almost certainly die of their disease 
sooner or later. In all fairness to the 


operation, it must be stated that some 
of the patients in the ‘‘improved’’ group 
may eventually be saved either by addi- 
tional collapse therapy or by further 
rest. Five are still under consideration 
for further active treatment. Then too, 
five patients in the last two groups re- 
fused further surgical treatment, so 
responsibility for their condition cannot 
be laid on the surgeon. 

Comparison of the results achieved 
by thoracoplasty in different clinics is 
difficult for various reasons. No uniform 
method of classifying patients has been 
adopted in reports reviewed in the liter- 
ature. The most common procedure is 
to evaluate the effect of the operation 
on the rate of sputum conversion in the 
surviving patients. On this basis, 75 
per cent of our patients may be said to 
have had a successful operation (Table 
XV). The results obtained in two of 
the leading clinics in the country are 
as follows: Alexander and Haight report 
93.4 per cent of their living patients to 
have closed cavities and negative spu- 
tum due to the modern postero-lateral 
thoracoplasty (10). O’Brien’s results 
are reported as 81.65 per cent from the 
same type of operation (11). 

Another factor which adds to the dif- 
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ficulty is the selection of cases. Natu- 
rally, those who limit the operation to 
patients with less extensive lesions will 
have more favorable results, although 
some patients will then be denied the 
benefit of a life-saving procedure. It 
may be pointed out here again that we 
have a large percentage of very far- 
advanced cases at this institution (80 
per cent), from which our selection must 
be made. 


TABLE 16. BFFECT OF TIME ON RESULTS OF 
THORACOPLASTY . 
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NUMBER OF SURVIVING PATIENTS WITH POSITIVE 
SPUTUM : o19 


NUMBER OF PATIENTS WHO BIED 17 
NUMBER OF PATIENTS TOO RECENT FOR 

CONSIDERATION 15 
NON-TUBERCULOUS -2 


TOTAL 


The two non-tuberculous empyemas 
were preceded by typical lobar pneu- 
monia. Repeated examinations, includ- 
ing cultures, of the pus from the pleural 
space failed to show tubercle bacilli. Both 
cases had prolonged inadequate drain- 
age before entering the institution. The 
first had a modified Schede and a two- 
stage thoracoplasty, limited to the lower 
portion of the chest, which successfully 
obliterated the pleural space. Three 
months after the last operation, the 
wound was entirely healed and there 
was no recurrence of the empyemic 
fluid. The second patient had a first- 
stage thoracoplasty, with removal of the 
uppermost three ribs, without incident. 


However, approximately three weeks 
later difficulty with drainage was exper- 
ienced and pus accumulated in the 
pleural cavity, with the development of 
a bronchopleural fistula. Due to a com- 
bination of narcosis and anesthesia 
preparatory to rib resection for im- 
provement of drainage, flooding of the 
lung by purulent secretions occurred. 
The patient died one week later from 
generalized bronchopneumonia. 


TABLE 17, FUNCTIONAL STATUS OF THORACOPLASTY CASES 
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The results achieved by thoracoplasty 
have so far been quite stable (Table 
XVI). Indeed, the percentage of cases 
with negative sputum has increased with 
the passage of time. 

At the time of this report, most of our 
patients who have been operated upon 
are still confined to sanatoria (Table 
XVII), the percentage decreasing as 
the length of time since operation in- 
creases. Only 8.3 per cent of these pa- 
tients remain in bed after two years, 
91. 7 per cent of the patients are on ex- 
ercise preparatory to their discharge, 
or are working either at home or in the 
institution to which they returned fol- 
lowing their operation. 


CONCLUSION 


One hundred and eleven patients have 
undergone thoracoplasties of the mod- 
ern postero-lateral type during the first 
three and a half years of thoracic sur- 
gery at the Pennsylvania Tuberculosis 





44 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Sanatorium. The indications for oper- 
ation have been rather elastic, and the 
percentage of cases with bilateral dis- 
ease has been rather high (80 per cent). 
However, the result of operation was 
‘‘satisfactory’’ in 60.2 per cent, ‘‘im- 
proved’”’ in 15 per cent, and ‘‘unsatis- 
factory’’ in 24.8 per cent. The total 
mortality rate was 16.2 per cent, the 
operative mortality, 9 per cent (3.8 per 
cent per stage). Seventy-five per cent 
of the surviving patients had negative 
sputum at the time of reporting, three 
months to three and a half years after 
operation. 
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RESUMEN 


El perfeccionamiento de las opera- 
ciones quirirgicas aceptadas hoy dia 
para el tratamiento de la tuberculosis 
pulmonar, ha sido la consecuencia del 
fracaso del tratamiento medicinal en 
contrarrestar la enfermedad. Se ha 
mejorado mucho la téenica de la téraco- 
plastia, y se ha perfeccionado también 
su aplicacién a los casos especificos de 
que se trata en este trabajo. Desde que 
se ided la operacién de Wilms Sauer- 
bruch, se han hecho muchas modifica- 
cione. A causa de lo inadecuado de la 
toracoplastia, que no basta para efec- 
tuar la curacién, se ha vuelto a poner en 
practica el neumotérax extrapleural, y 
se ha propuesto una nueva operacion: 
el neumotérax extraperidstico. Tienen 
aplicacion muy limitada las operaciones 
en el nervio frénico, la neumonolisis in- 
trapleural y el ‘‘taponamiento’’ (‘‘plom- 
bage’’). Es preciso hacer la seleccién 
cuidadosa de los pacientes que requieren 
el método de Monaldi, para el desagie 
externo de cavidades. 
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The Treatment of Cancer of the Rectum * 
and Rectosigmoid 


DR. FRANK H. BAEHR, F.LC.S. 


From the Westfield State Sanitorium, Cancer Section, Department of Public Health, 
Westfield, Mass. 


HE purpose of this paper is to out- 
line in a brief and concise fashion, 


the treatment of cancer of the rec- 
tum and rectosigmoid as it is practiced 
in the Westfield State Sanatorium, Can- 
cer Division, Westfield, Massachusetts, 
and to present summaries of seven cases 
which bring out various modes of sur- 
gical treatment as carried out in our 
hospital. The Westfield State Sanatori- 
um, Cancer Division, is one of the State 
Hospitals under the Division of the De- 
partment of Public Health, and which 
admits cancer patients from the western 
half of the state. 


It must be further explained, that the 
cases discussed in this paper, are such 
that must be accepted by a state institu- 
tion for treatment regardless of the age 
and physical condition of the patient and 
the operability of the lesion. Conse- 
quently, this automatically leads to a 
lowered operability rate, a higher mor- 
tality rate, and a greater morbidity. Des- 
perate chances must be taken in order 
to attempt a cure rather than let the 
patient go to a more advanced stage, 


*Presented at the International. Assembly of the In- 
— College of Surgeons, Mexico City, August, 
a. 


where there is a hundred percent mor- 
tality if cancer of the rectum and rec- 
tosigmoid are untreated. 

Daland' stated, ‘‘There is hardly a 
more miserable man alive than one with 
an advanced cancer of the rectum.’’ Ad- 
vanced cases of the rectum are often ac- 
companied by excruciating tenesmus, 
diarrhea and mental changes. Therefore, 
it is our principle that patients with ob- 
struction are given what is known as the 
‘‘kindly’’ colostomy and usually live in 
comfort although the life expectancy is 
unchanged. 

The signs and symptoms of cancer of 
the rectum and rectosigmoid are most 
glibly written in many textbooks of sur- 
gery, with the result in many, many in- 
stances of a false security on the part of 
the examining physician, because the 
signs such as rectal bleeding, ribbon-like 
stools, constipation or at least some 
change in bowel habit are not pathog- 
nomonic of rectal malignancy. Because 
of this, many a malignant lesion has 
been overlooked for the sole reason that 
the patient’s signs and symptoms did 
not entirely conform to the usual text- 
book picture. Many of the patients seen 
in our Out-Patient Department are those 
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who have been treated, in many cases 
unsuccessfully and without relief, and 
in desperation and as a last resort, they 
were sent to our hospital for a complete 
and detailed physical examination from 
a malignant point of view. This fact 
alone would tend to bring down the per- 
centage of early and successfully treated 
cases in our institution. Therefore, the 
problems that face us in this cancer hos- 
pital are not alone those of major sur- 
gery for malignant lesions of the rec- 
tum and rectosigmoid, but those of the 
treatment of cases that have been treat- 
ed elsewhere symptomatically and local- 
ly for many months with no results and 
with a consequent downhill course. 

The diagnosis of a malignant lesion of 
the rectum and rectosigmoid depends 
entirely upon the methods and means 
available to the examiner. These are 
first and foremost the much discussed 
and much omitted digital examination. 
By this procedure, about 90% of the rec- 
tal malignancies are palpable, for they 
lie within 5 inches of the anal margin. 
Because such a high percentage of rectal 
lesions are palpable by the simple digit- 
al examination, there is no reason why 
this method should not be used first and 
never overlooked. The second means at 
our disposal is the sigmoidoscopic ex- 
amination which is second only in im- 
portance to the everyday, digital exam- 
ination. The sigmoidoscope also allows 
one to do a complete and careful visual 
examination of 25.0 cms. of the lower 
large bowel. In addition, the lesion may 
also.be biopsied from almost any point 
of the compass. It has been our experi- 
ence that some of these lesions so easily 
visualized are benign rectal polyps on 
the surface, but when biopsied at the 
base show a definite malignant change 
and infiltration into the rectal wall. 
These two procedures should be supple- 
mented by the newer and yet common 


barium studies by a competent Roent- 
genologist. Although the barium enema 
is an excellent confirmatory procedure, 
it is by no means infallible, as small 
lesions may not show the characteristic 
filling defects. This method has been 
supplemented still further by the addi- 
tion of the so-called double contrast 
enema. But this, too, fails to aid in 
making the diagnosis a positive one in 
some instances, although it is the pro- 
cedure of choice in multiple colonic 
polyposis, where the percentage of 
malignant degeneration is exceedingly 
high. Too many times a barium enema 
and a double-contrast enema are omitted 
because the lesion is large and obstruct- 
ing and within the reach of the examin- 
ing finger or the sigmoidoscope. After 
a successful operation has been per- 
formed, it has been the sad experience 
that the patient not only had the lesion 
for which he underwent his operation, 
but also as many as three more else- 
where in his large bowel. This latter 
reference has been a personal experi- 
ence. We have made it a practice to 
avail ourselves of these methods to the 
fullest extent, so that when the patient 
is ready for operation, all available in- 
formation is at hand. Therefore, all pos- 
sible information plus an experienced 
operating team all aid to bring down our 
mortality percentage even though the 
cases coming to the institution are often 
pitiful surgical risks. 

As many of these patients with rectal 
and rectosigmoid lesions are in the up- 
per age brackets, a most tedious and 
careful preoperative workup is neces- 
sary in order to insure a safer surgical 
risk and a less stormy convalescence. 
Our outline consists of a routine urin- 
alysis, a complete blood examination, 
N.P.N., Wassermann, blood typing, de- 
termination of the total protein, the 




















hematocrit reading, the carbon dioxide 
combining power, the chloride determi- 
nation and total base which is the 
summation of sodium chloride and bi- 
carbonate in milliequivalents. This is 
supplemented by the use of a high cal- 
oric, low residue type of diet and any 
necessary transfusions; also the admin- 
istration of parenteral fluids of glucose 
and saline as might be indicated from the 
plasma protein readings, the result from 
hematocrit studies and the total base. In 
addition, a cystoscopic examination is 
most important in order to determine 
whether the bladder floor is at all in- 
volved. The patients are further pre- 
pared by the administration of one-half 
ounce of a saturated solution of magne- 
sium sulfate, twice daily for four to six 
days, and daily rectal irrigations of tap 
water or normal saline. Repeated irriga- 
tions of soapsuds are not used as they 
often set up a severe and intractable 
proctitis, to add to the misery of the pa- 
tient with a rectal malignancy. For two 
days previous to the operative day, no 
laxatives or enemas are given, and dur- 
ing these forty-eight hours, deodorized 
tincture opium is given by mouth, min- 
ums twenty every eight hours, in order 
to produce the necessary inactivity of the 
bowel. For one day previous to the oper- 
ation, nothing but clear liquids are al- 
lowed the patient by mouth and these are 
supplemented by the routine adminis- 
tration of parenteral glucose and saline. 
Just before being admitted to the oper- 
ating room, an indwelling catheter is 
strapped into place and the bladder is 
thoroughly irrigated with warm boric 
solution and allowed to drain out com- 
pletely. 

The choice of anaesthesia is depend- 
ent upon the condition of the patient and 
the decision of the surgeon, which is 
based upon the physical findings. Im- 





CARCINOMA OF RECTUM AND RECTOSIGMOID 


mediately after the anaesthesia has been 
started, a cannula is inserted into the 
saphenous vein at the internal malleolus 
and tied in, thus allowing an immediate 
slow drip of physiological saline and any 
necessary blood during the operation 
and post-operatively for twenty-four 
hours. Thereafter, the cannula is with- 
drawn in order to prevent setting up a 
severe phlebitis. From that time on, all 
necessary parenteral fluids and trans- 
fusions are given in the antecubital vein. 
A procedure which has been used by the 
author in our hospital is the introduction 
of sulfanilamide crystals within the peri- 
toneal cavity. This drug is usually 
sprinkled over the newly made pelvic 
floor, whenever a combined abdomin- 
operineal operation is done. The cus- 
tomary amount employed is one-hun- 
dred-fifty grains intra-abdominally for 
the first twenty-four hours, which usual- 
ly results in a blood level ranging as 
high as 0.8 percent, considered bacteri- 
cidal if maintained at that level. In or- 
der to do so, we have further supple- 
mented this procedure by the use of 
hypodermoclyses of 0.8 percent sulfan- 
ilamide solution in normal saline. It has 
been found from our experience that the 
daily administration of one liter of 0.8 
percent sulfanilamide in normal saline, 
which is one-hundred-twenty grains of 
sulfanilamide, is more than sufficient to 
maintain the necessary bactericidal 
blood level. In patients who have had 
the combined abdominoperineal resec- 
tion or a colostomy with a posterior re- 
section, it has been found that after the 
removal of the large posterior pack, 
daily irrigations of warm 0.8 percent 
sulfanilamide in normal saline solution, 
decreases to a great extent, the cus- 
tomary amount of sloughing and puru- 
lent discharge and hastens the growth 
of fresh granulating tissue. 








CASE REPORTS 


CasE 1. (1771) A fifty-six-year-old male entered 
with a history of only three months’ rectal bleeding. 
Digital examination was negative, but sigmoidoscopy 
revealed a lesion twelve centimeters from the ana] 
margin and biopsy proved it to be adenocarcinoma. 
Barium studies were found to be negative. The Miles 
combined one-stage, abdominoperineal operation was 
considered the procedure of choice and performed. 
The pathological report revealed an ulcerated area 
4.0 x 2.5 ems. and situated 12.0 cms. from the anal 
margin. Microscopic report showed marked invasion 
of the rectal wall and extension into the serosa with 
no vascular invasion and six out of six negative peri- 
rectosigmoidal lymph nodes. As this patient was 
totally asymptomatic except for rectal bleeding for 
three months, which in itself is important, the fav- 
orable end result proved what a careful rectal ex- 
amination can accomplish. The one-stage abdomin- 
operineal operation after Miles, results in the for- 
mation of an abdominal colostomy and the removal 
of the entire rectum, lower rectosigmoid and con- 
tiguous gland-bearing regions up to the inferior 
mesenteric artery. That patient was operated upon in 
August, 1939 and on May 1, 1941, he was totally 
asymptomatic and had returned to his former oc- 
cupation. 


Case 2. (1852) A forty-two-year-old female, was 
admitted complaining of profuse vaginal and rectal 
bleeding of four months’ duration and associated 
with twenty pounds loss of weight, diarrhoea of at 
least twelve movements per day, urinary frequency 
and dysuria. Digital examination revealed a very 
large, fungating and ulcerating mass and a frozen 
pelvis. The biopsy was diagnosed as adenocarcinoma. 
A colostomy was advised and performed, using the 
Vernon David? procedure. This case report sum- 
marizes the value of the previously mentioned ‘‘kind- 
ly’’ colostomy and is carried out only in hopelessly 
advanced cancers of the rectum and rectosigmoid, 
where there is a fixed pelvis. This procedure is done 
through a left McBurney incision and the loop of 
sigmoid is brought out through the small incision, at 
least one to two inches above the skin. A small rent 
is made in the mesosigmoid and the peritoneum and 
fascia are closed in the usual manner. Small tri- 
angles of skin and subcutaneous tissue are excised on 
either side of the incision, leaving a rectangular area 
in the center, which is brought together underneath 
the loop of bowel with silk sutures. The remainder 
of the incision as well as the V-shaped areas are 
closed snugly, so as to reduce the possibility of a 
prolapse of the colostomized bowel. Because of the 
small incision used, infection is less likely and the 
possibilities of a postoperative hernia are reduced. 

Cask 3. (2929) A thirty-three-year-old female was 
admitted with a history of rectal bleeding, inter- 
mittent, for one year. Digital cxamination was nega- 
tive but sigmoidoscopy revealed a large polyp with a 
long pedicle, which could be seen at the end of the 
sigmoidoscope, after it had been inserted up to its 
full length. A biopsy of the tip showed it to be a 
benign mucosal polyp. Repeated sigmoidal examina- 
tions were made by several other examiners, later on 
other occasions, but no mucosal polyps or any other 
pathology could be visualized. Barium and double 
contrast enemata revealed no significant alteration of 
the contour of the colon at any point, as interpreted 
by the Roentgenologist. As her intermittent rectal 
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bleeding continued, surgery was advised. A left para- 
median incision was made, because if the polyp base 
were malignant, a one-stage abdominoperineal opera- 
tion after Miles could be performed. However, if the 
polyp were found to be malignant only at its tip, a 
routine sigmoidotomy would be carried out. The large 
bowel was manually palpated and found to be nega- 
tive as well as the liver and regional lymph gland 
areas. In the midsigmoid, a definite pedunculated 
polyp could be felt, and when traction was made upon 
its tip, a definite dimpling of the serosa occurred at 
the site of the polyp base. A longitudinal incision 
was made directly over the polyp and it was brought 
out through the incision, along with the pedicle and 
the entire base. A fairly wide elliptical incision was 
carried out around the base through the submucosa 
and the entire polyp was removed. Frozen section 
showed it to be benign in its entirety. The base was 
sutured in two layers. Adjacent areas were inspected 
and no other polyps were found. The sigmoid was 
closed in the usual manner. One-hundred-fifty grains 
of sulfanilamide crystals were introduced into the 
peritoneal cavity and the abdomen was then sutured 
together in layers in the usual fashion. According 
to Cattel and Swinton’, ‘‘Sigmoidal polyps should be 
removed by sigmoidotomy rather than by fulguration 
through the sigmoidoscope because of the danger of 
hemorrhage, perforation and technical difficulties and 
because of the difficulty in excluding cancer.’’ It is 
our practice to keep such patients under close obser- 
vation for an indefinite period. 

CasE 4. (1024) A seventy-four-year-old male was 
admitted on September 13, 1939 with a history of a 
previous two-stage colostomy and posterior resection. 
He had been operated upon in January, 1939 and an 
examination revealed a retraction of his colostomy 
which allowed fecal spillage into his terminal gut and 
this drained posteriorly. A Devine colostomy was de- 
cided upon and performed in the right upper quad- 
rant and thereby diverted the fecal stream from the 
posterior wound. A simple transverse colostomy would 
have done just as well. The Devine procedure could 
better have been carried out in the left upper quad- 
rant. This palliative measure resulted in more com- 
fort. 

CasE 5. (3162) A fifty-three-year-old male entered 
with a history of fifteen pounds loss in weight in one 
year, increasing fatigue, a heavy feeling in the rec- 
tum for the past two months, incipient dysuria and 
nocturia and bleeding per rectum, but only once. 

Digital examination revealed a large, ulcerating 
and a rather fixed lesion which was proven adeno- 
carcinoma by biopsy. A left paramedian incision 
was made and the abdomen explored. The liver was 
studded with multiple nodules of varying sizes and 
regional glands were found in the lower abdomen 
and pelvis. It has been observed by Daland* that a 
similar patient who underwent a Miles’ operation 
lived in comfort for four years. The same operation 
was done on this patient on September 10, 1940 
and on May 1, 1941, the patient was alive and com- 
fortable. 

CasE 6.(3065) A forty-eight-year-old male was ad- 
mitted in August 6, 1940 with complaints of alternat- 
ing constipation and diarrhoea and rectal pain since 
July 2, 1940. Digital examination revealed a fungat- 
ing mass just within the anus, which biopsy proved to 
be a carcinoma simplex, mucinous type. Cystoscopy 
was negative. Nupercaine anaesthesia given intra- 
spinally produced a respiratory collapse and surgery 
was then delayed for one week when a Vernon David 











colostomy was performed under gas-oxygen-ether an- 
aesthesia. Three weeks later a posterior resection 
was attempted and this large rectal mass was separ- 
ated with difficulty from the prostate. In addition, 
the bony pelvis was markedly narrowed so that it 
was impossible to use right angled clamps above the 
growth. Because of the complicating factors men- 
tioned, the bowel was transected about 1.0 cm. above 
the mass, after all exposed tissues were thoroughly 
covered with gauze soaked in a solution of ten per- 
cent tannic acid in seventy percent alcohol, as recom- 
mended by Lynch. A moderately large, hard rubber 
tube was inserted into the terminal opening and held 
in place by two interrupted sutures. The entire 
posterior wound was completely packed about the tube 
with gauze soaked in ten percent tannic acid in sev- 
enty percent alcohol which produces a heavy protective 
eschar and diminished infection. On May 1, 1941, 
eight months after the original operation, the patient 
had a well-functioning colostomy and a healed pos- 
terior wound. 

CasE 7. (1773) A fifty-eight-year-old male was ad- 
mitted on August 7, 1939, having had a colostomy 
done three and a half months previous at another 
institution for what was believed to be an inoperable 
rectal carcinoma. He was referred here because of a 
prolapse of his colostomized bowel and a reversal of 
his stomata, thus allowing feces to drain from his 
inferior stoma. Through a left paramedian incision, 
the distal loop was transected near the abdominal 
peritoneum and closed. Due to a redundancy of the 
sigmoid, 17.0 cms. had to be resected before the lower 
bowel could be buried below the newly-made pelvic 
floor. Because of the size of the mass, which nearly 
filled the pelvic outlet and the accompanying in- 
flammation, the new pelvic floor was made under dif- 
ficulties. Posterior resection was carried out with 
extreme caution and the mass was freed from the 
bony pelvis. The pathological report revealed that 
the mass measured 5.5 x 7.5 x 4.5 ems. and the adeno- 
carcinomatous tissue did not pass the line of dis- 
section. Three out of three peri-recto- “sigmoidal 
glands were negative, but there was vascular invasion. 
Rankin® pointed out that many large tumors of the 
rectum may have much inflammation about them and 
fixation has resulted more often from inflammatory re- 
action rather than from malignant extension. The 
patient to date is asymptomatic. 


CARCINOMA OF RECTUM AND RECTOSIGMOID 
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SUMMARY 


Seven cases have been presented dem- 
onstrating the complicating factors of 
carcinoma of the rectum and rectosig- 
moid, with the methods of approach em- 
ployed and the end results. A summary 
of the operative indications, preoper- 
ative and postoperative treatment has 
been discussed along with the newer sul- 
fonamide therapy. 


SUMARIO 


Siete casos han sido presentados de- 
mostrando los factores que complican el 
cancer del Recto y del Rectosigmoid y 
los metodos considerados en el tratami- 
ento y los resultados finales. 

Un resumen de los indicaciones op- 
eratorias, tratamientos preparatorios y 
postoperatorio han sido discutidos junto 
con la nueva terapeutica con Sulfona- 
mide. 








INTERNATIONAL COLLEGE OF SURGEONS 
MEMBERSHIP 


For information about membership in the Inter- 
national College of Surgeons, address Mr. Ralph E. 
Osborne, Business Secretary, The Drake, 1512 Spruce 
Street, Philadelphia, Pennsylvania. 














La Enfermedad de Nicolas Favre o Cuarta Enfermedad Venerea. 


Contribucion al Estudio del Tratamiento Quirurgico de sus 
Localizaciones Ano-Rectales. * 


CONTRIBUTION TO THE SURGICAL TREATMENT OF ANO-RECTAL 
LOCALIZATIONS OF THE NICOLAS FAVRE OR 
FOURTH VENEREAL DISEASE 


PROF. ALFREDO BORJAS 





SUMMARY 


The author describes Nicolas’ and 
Fabre’s or the so called Fourth Vene- 
real Disease. This paper deals with a 
study of the surgical treatment of the 
ano-rectal localization of the disease. 
The author defines the disease as a vene- 
real, contagious, inoculable, infectious 
chronic disease due to an _ ultravirus. 
Pathologically it is an adeno-lympho- 
cellulitis with sclerosing tendencies. It 
is manifest by general symptoms during 
the phase of invasion and secondary lo- 
ealizations in the inguinal, perineal re- 
gion and the lower parts of the digestive, 
urinary and genital tracts. The malady 
creates an allergic state in the patient 
which is evidenced by a specific intra- 
dermal reaction known as the Frei re- 
action. The author gives a summary of 
the history of the disease in Venezuela. 
As a result of clinical, roentgenologic 
and endoscopic studies the author con- 
cludes that the problem presented by 
this pathologic entity is of a serious na- 
ture and tends to create chronic steno- 
sing rectitis. Acute Favre’s rectitis de- 
mands early diagnosis and proper treat- 
ment. Definitive colostomy is proposed 
as the elective form of treatment in 
chronic stenosing rectitis. The author 
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discusses the site and type of colostomy 
preferred. In some serious cases exci- 
sion of the rectum must be resorted to. 











Consideraciones generales sobre la enferme- 
dad de Nicolas y Favre o cuarta enfermedad 
venérea. Concepto moderno de la enfermedad. 
Su historia en Venezuela. 





mos 20 afos realizamos un estudio de 

sintesis de los conocimientos relativos a 
las afecciones descritas en épocas diferentes, 
bajo nombres diversos, por Autores de dis- 
tintas nacionalidades y que engloban los pro- 
cesos morbosos descritos con los nombres de: 
Bubon Tropical. Enfermedad de Nicolas 
Favre. Poradenitis inguinal subaguda. Pora- 
denolinfitis. Linfogranulomatosis inguinal. 
Estrecheces inflamatorias del recto. Rectitis 
proliferantes y estenosantes. Sindrome de 
Jersild. Estidbmene vulvar. etc; tenemos que 
admitir que tales procesos no son otra cosa 
que nombres distintos, formas clinicas o local- 
izaciones diferentes y periodos evolutivos vari- 
ados de una sola y misma enfermedad que a 
la luz de los conocimientos modernos y por 
poseer caracteristicas especiales etiopatogéni- 
eas, clinicas, anatomopatolégicas experimen- 
tales y biolégicas, amerita ser identificada 
como una entidad nosolégica independiente. 
Esta nueva enfermedad de rica sinonomia 
creemos debe ser definida como una enferme- 
dad infecciosa, contagiosa e inoculable, de 
origen generalmente venéreo y de evolucién 


S AL leer la Literatura Médica de los ilti- 
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cronica, producida por un ultravirus filtrante 
que desarrolla en los organismos afectos una 
reaccion alérgica caracteristica. Anatomo- 
patolégicamente es una adenolinfocelulitis 
esclerosante y clinicamente se manifiesta por 
sintomas generales en el periodo de invasion y 
por sintomas locales de gran polimorfismo que 
ocupan preférentemente las regiones inguino- 
perineal y las porciones bajas de los aparatos 
digestivo, urinario y genital. 

Esta enfermedad espera aun el nombre 
definitivo con que ha de ser reconocida en la 
nosografia internacional. La mayor parte de 
los nombres con que se la describe fueron 
ereados para designar formas clinicas de la 
enfermedad o caracteristicas particulares del 
proceso, pero todavia no se ha llegado a un 
acuerdo para la eleccién de un nombre que 
sirva para identificar la enfermedad consider- 
ada en conjunto. 

Los términos Bubon Climatico y Bubon 
Tropical empleados por los primeros observa- 
dores coloniales no poseen sino un interes his- 
térico y sirvieron solo para designar ciertas 
variedades de adenitis inguinales que mas 
tarde se comprobé correspondian a determin- 
adas formas clinicas de la enfermedad que nos 
ocupa. Linfogranulomatosis inguinal es un 
término empleado por numerosos autores. 

Fisch, Frei, Hellestrom, Lutz, Phylactos 
etc; para designar la localizacién sobre los 
ganglios inguinales del proceso. Ha _ tenido 
suerte y se emplea atin en la literatura médica 
mundial para referirse a la enfermedad en su 
conjunto a pesar de ser un nombre inade- 
cuado, impreciso y confuso que se presta a una 
desgraciada confusion con otras afecciones 
diferentes, el Linfogranuloma maligno o En- 
fermedad de Hod King y el Granuloma 
venéreo. 

Enfermedad de Nicolas Favre, es un tér- 
mino que se us6 al comienzo para designar la 
etapa ganglionar inguinal de la enfermedad 
rindiendo asi un justo homenaje a los sabios 
Médicos Lyoneses que tanto contribuyeron con 
sus clasicos y muy completos trabajos a su 
identificacién y divulgacién de la etapa gangli- 
onar de la enfermedad ; mas tarde se ha querido 
darle un mas amplio sentido a dicho nombre 
empleandolo para designar la enfermedad de 
la cual la localizacién ganglionar descritas 
por los Autores Lyoneses, no es sino una de las 
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formas clinicas. Tambien se la ha llamado 
Poradenitis inguinal subaguda nombre relaci- 
onado con el caracter supurativo en focos 
aislados de las lesiones ganglionares. Este 
nombre no califica tampoco las caracteristicas 
generales del proceso y creemos no tiene por 
consiguiente razones especiales de subsistir. 

Otra sinonimia son Linfopatia venérea y 
Poradenolinfitis; ultimamente Cole propone 
llamarle cuarta enfermedad venérea y 
Stannus quinta enfermedad venérea. Esta en- 
fermedad es bastante bien conocida a la hora 
actual en muchas de sus formas clinicas, en su 
etiologia, en su reaccién biolégica, en su ana- 
tomia patolégica y en su etapa experimental 
pero creemos que hay atin muchas lagunas 
especialmente en lo referente a patogenia, 
evolucién clinica y tratamiento. 

Creemos que hay todavia mucho que es- 
tudiar en el diagnéstico precoz de sus formas 
de invasién, microchancros de los genitales, 
uretritis, ulceraciones genitales, anorectitis 
agudas. Pensamos que en la mujer existe 
una gran laguna en la evolucién clinica de la 
enfermedad, entre el accidente inicial de 
inoculacién y la aparicién de las manifesta- 
ciones tardias ano-recto perineogenitales; 
laguna correspondiente a la etapa de linfo- 
adenitis intrapélvica y que debe pasar gen- 
eralmente confundida con manifestaciones 
anexiales. 

En materia de tratamiento no se posee atin 
la medicacién especifica, pero nadie niega la 
accién muy electiva de los antimoniales y los 
derivados de la sulfanilamida, especialmente 
activos en las formas nuevas, en lo que podri- 
amos llamar las manifestaciones primarias de 
la infeecién, pero sinembargo no poseemos un 
criterio fijo sobre la duracién ni dosificacién 
exacta de estos tratamientos de ataque, ni a 
la hora actual conocemos un test que nos guie 
sobre la actividad o curacién de la enfer- 
medad. 


HISTORIA DE LA ENFERMEDAD EN VENEZUELA 


Antes de 1922 se ignora la naturaleza exacta 
de la enfermedad; las localizaciones ganglion- 
ares inguino-crurales por su evolucién suba- 
guda o crénica y su aparente falta de puerta 
de entrada son habitualmente consideradas 
como de origen tuberculoso; las estrecheces 











rectales son atribuidas a la Sifilis, la Tubercu- 
losis y las recto-colitis parasitarias y en espe- 
cial a la ameba disentérica. Con lo que re- 
specta a las lesiones complejas ulcero-hiper- 
tréficas, edematosas y elenfaciasicas de los 
genitales externos se creia eran el resultado de 
las poli-infecciones venéreas abandonadas a su 
evolucién, a las linfangitis estreptocéccicas a 
repetici6n y en algunos casos a la filariosis. 

En 1922 E. P. De Bellard presenta las 
primeras observaciones de Enfermedad de 
Nicolas Favre en Venezuela en un importante 
trabajo clinico y experimental. Considera 
como el tratamiento de eleccién de las adeno- 
patias inguinales su extirpacién quirirgica. 
A partir de este trabajo se despierta en 
nuestro pais el interés por esta variedad de 
adenopatia inguinal que se revela muy fre- 
cuente y de una evolucién bastante larga y 
fatigante para los pacientes. Casi todos los 
trabajos de esta época se refieren al estudio 
clinico, a ensayos de inoculacién experimental 
y a consideraciones terapéuticas y deben men- 
cionarse las comunicaciones que a estos re- 
spectos presentan los Dres. F. A. Rizquez, 
Martin Vegas, César Flamerich, Heberto 
Cuenca, Garcia Maldonado y Alfredo Borjas. 
Sobresale la Tesis doctoral de Francisco 
Flamerich aparecida en 1928 ‘‘Contribucién 
al estudio de la Poradenitis inguinal subaguda 
en Venezuela.’? donde el tema es abordado 
con rica documentacién clinica y experi- 
mental. 

Para 1932 con la Tesis doctoral de Ernesto 
Vizearrondo ‘‘La reaccién de Frei en las 
adenopatias inguinales y en las _ estenosis 
rectales.’’ se inicia en nuestro pais el estudio 
de las localizaciones ano-rectales del virus 
poradénico y se comienza a emplear la intra- 
dermo reaccién de Frei como procedimiento 
biolégico de identificacién de la nueva enfer- 
medad. Vizcarrondo revela en su Tesis que 
mas del 90% de las estrecheces rectales por él 
estudiadas presenta una reaccién de Frei 
positiva. 

Martin Vegas prepara el primer antigeno 
poradénico tipo Frei. En 1934 Lares Gabaldon 
estudia el papel de la amebiasis intestinal en 
las rectitis estenosantes. 

En 1936 Renato Planas hace un estudio 
elinico del Sindrome de Jersild. Ya para este 
época los Cirujanos comienzan a interesarse 
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por el grave problema de las Rectitis esteno- 
santes, linfogranulomatosas, alarlados por su 
frecuencia su gravedad evolutiva y la rebeldia 
que maestran a las terapeuticas médicas con- 
servadoras. 

En 1938 M. Perez Carrejio y el Professor R. 
Jaffé, presentan un estudio muy completo 
clinico y anatomopatolégico del Sindrome ano- 
recto perineo genital publicado en la Revista 
de la Policlinica Caracas. El mismo afio Perez 
Carrefio en su trabajo ‘‘Estado .actual del 
tratamiento de las estrecheces del recto’’ 
aborda el problema quirirgico de las Rectitis 
estenosantes y propone un nuevo tipo de 
Colostomia. Pedro Santeliz escribe su Tesis 
doctoral sobre ‘‘Las estenosis rectales y el 
Sindrome ano-recto perineo genital’’ basada 
en el estudio cuidadoso de 100 casos. 

Reyna Morales escribe sobre las localizaci- 
ones del virus poradénico en los ganglios 
cervicales. 

Félix Luciani Lairet, publica un trabajo ex- 
perimental sobre cultivo in vitro del ultra 
virus linfogranulomatoso. 

En 1940 Luis H. Rodriguez Diaz ofrece 
como Tesis doctoral una extensa y muy com- 
pleta monografia ‘‘La Enfermedad de Ni- 
colas Favre o Cuarta Enfermedad Venérea.’’ 
en que realiza un estudio de conjunto de la 
nueva enfermedad en todas sus manifestaci- 
ones. 

En la actualidad Domingo Luciani, Baquero 
Gonzalez, Perez Carrefio, Ottolina, y otros se 
ocupan del problema quirtrgico de las estre- 
checes rectales y sabemos existen interesantes 
trabajos en preparacién. Valencia Parpacen 
prepara un bien documentado trabajo sobre 
las Rectitis agudas y Borjas estudia las local- 
izaciones urinarias de le Enfermedad de 
Nicolas Favre. Esté en prensa para ser pub- 
licado en el American Journal of Tropical 
Medicine un trabajo de Carlos Ottolina (La 
Reaccién Vesicular Método para el] diagnés- 
tico de la infeccién por virus poradénico) ; en 
que se investiga la virulencia y el poder 
antigénico del liquido céfalo raquideo con- 
centrado en el vacio; habiendose podido ob- 
tener de manera sistematica y exclusiva con 
su empleo por via intradérmica una reaccién 
vesicular caracteristica en enfermos porta- 
dores de lesiones clinicamente linfogranulo- 
matosas con reaccién de Frei positiva. 
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Las localizationes ano-recto-célicas del virus 
poradénico. 

La porcién inferior del tubo digestivo ano- 
recto-sigmoide es sitio de predileccién para 
las localizaciones del virus poradénico que 
bajo la forma de procesos agudos 0 crénicos 
forman parte fundamental del rico complejo 
sintomatico de la llamada Enfermedad 
de Nicolas Favre. Tales localizaciones 
han adquirido tal importancia en _ los 
ultimos tiempos que constituyen un capitulo 
nuevo de la Patologia intestinal y los prob- 
lemas terapéuticos que presentan abren nue- 
vos horizontes a la cirugia del recto. Frecu- 
entemente observadas en nuestro pais las 
Proctitis poradénicas han sido ampliamente 
estudiadas por nuestros cirujanos desde el 
punto de vista clinico, anatomopatolégico y 
terapéutico y en esta comunicacién, despues 
de revisar alrededor de 250 historias clinicas 
de los archivos del Hospital Vargas y al- 
gunos mas de nuestra clientela particular, 
pretendemos exponer resumiéndola los re- 
sultados de nuestra experiencia controlada y 
completada con la experiencia de los otros 
cirujanos de nuestro primer Hospital. 

Rectitis agudas, Rectitis crénicas simples y 
Rectitis crénicas con estenosis son las tres 
pricipales formas clinicas que hemos obser- 
vado. 

Las Rectitis agudas han sido las menos bien 
estudiadas y son sinembargo a nuestro en- 
tender las mas interesantes desde el punto de 
vista diagnéstico, pues representan formas de 
comienzo o de invasién resultantes de la in- 
oculacién directa de la mucosa rectal por el 
virus como consecuencia de la sodomia pasiva 
o de la contaminacién con objetos infectados. 
El] diagnéstico precoz de estas rectitis agudas 
es de capital importancia para el porvenir del 
paciente ya que ellas se muestran sensibles a 
los tratamientos apropiados y creemos que 
tratadas precoz e intensamente curan, evi- 
tando la evolucién hacia las formas crénicas 
mucho mas graves. Pensamos que en toda 
Rectitis aguda debe considerarse la posibili- 
dad de un origen linfogranulomatoso y que 
en consecuencia deben practicarse reacciones 
de Frei en serie y hasta instituirse en los casos 
dudosos un tratamiento intensivo antimonial 
y sulfamidico de prueba. Los enfermos que 
han sufrido rectitis aguda con Frei positiva 








deben ser sometidos a una vigilancia rigurosa 
y a exdmenes recto-sigmoidescépicos a inter- 
valos regulares. 

Las Rectitis agudas formas de invasién de 
la Enfermedad de Nicolas Favre, han sido 
admitidas por Rachet, Cachera, Moutier, 
Lambling y otros. 

Personalmente hemos tenido ocacién de ob- 
servar algunos casos tipicos entre los cuales 
hay uno de doble infeccién simultanea, sifili- 
tica y poradénica citada en la Tesis de nues- 
tro distinguido discipulo Rodriguez Diaz. Un 
compatriota Valencia Parpacen prepara en la 
actualidad un interesante trabajo con rica 
documentacién clinica e interesantes obser- 
vaciones endoscépicas en el cual describe asi 
el aspecto observado en las Proctitis agudas 
poradénicas: a la anuscopia se aprecia la 
mucosa roja, sangrante, cubierta de secresi- 
ones con o sin aspecto difteroide. 

A la proctuscopia se comprueba una mu- 
cosa rectal rojo vivo, sangrante equimdtico 
cubierta de moco y pus, en veces da la im- 
presién de estar como cortada en varios sitios 
en sentido paralelo a la luz intestinal; estas 
hendiduras pueden ser en nimero de 3 a 5 y 
dan el aspecto de un pedazo de carne cortada 
en puntos equidistantes y en una misma 
direccién. 

Las lesiones rectoscépicas caracteristicas- 
de las Rectitis poradénicas serian la reunion 
en una misma zona de lesiones de aspecto ma- 
culoso, papuloso y vesiculoso. Las vesiculas 
son de tamafio variable cabeza de _ alfiler, 
grano de arroz o lenteja, contienen un liquido 
amarillento de aspecto purulento; estan ro- 
deadas de un halo rojo de bordes regulares y 
pueden ulcerarse. Alrededor de las vesiculas 
pueden verse membranas blanco grisdseas 
teflidas con sangre. Valencia Parpacen no ha 
encontrado estas lesiones en otras Rectitis. 


REcTITIS CRONICAS SIN ESTENOSIS 


Estas son la secuela natural de las formas 
agudas no tratadas, pero pueden tambien in- 
stalarse solapadamente sin que sea posible en 
el interrogatorio evidenciar la etapa aguda 
del comienzo son formas relativamente nue- 
vas de la enfermedad y se manifiestan clini- 
camente por dolores continuos en la region 
ano-perineal con tenesmo rectal, y flujos 
glerosos, muco-purulentos y veces hemorré- 
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gicos. Tienen periodos de exacerbacién que 
alternan con épocas de acalmia y alternativas 
de constipacién y crisis diarréicas. El tacto 
rectal es muy doloroso, el esfinter se muestra 
contraido espasmédicamente, no se aprecia 
estrechamiento de la luz intestinal y en la 
pared pueden apreciarse granulaciones, ex- 
erecencias poliposas y zonas induradas. La 
pared intestinal esta elastica y no se aprecia 
peri-rectitis. 

A la rectoscopia pueden apreciarse A. Con- 
gestiones localizadas o difusas con edemas y 
erociones. B. Ulceraciones superficiales o 
profundas de todos los tamafios limpias o 
cubiertas de sangre, moco, pus 0 membranas. 
C. Infiltraciones D. Vegetaciones. y C. Cica- 
trices ; todas estas lesiones se asocian en forma 
variable dando un gran polimorfismo a las 
imagenes rectoscépicas. 

Las Rectitis crénicas con estenosis son las 
formas clinicas mas frecuentemente observ- 
adas y sin duda las mas graves. En los 
archivos hospitalarios se revela que eran ob- 
servadas aunque no con tanta frecuencia como 
ahora en épocas anteriores, se les prestaba 
poca atencién, hasta 1932, en que la Tesis de 
Vizearrondo puso en evidencia que mas del 
90%. estaban relacionadas con el proceso lin- 
fogranulomatoso. 


FRECUENCIA SEGUN EL SEXO 


Las estrecheces rectales son mas frecuentes — 


en la mujer que en el hombre. Santeliz en 100 
casos encuentra mujeres 64; y hombres 36. 

Nosotros en 38 casos quirirgicos, notamos 
mujeres 32; y hombres 6. Estos datos estan 
de acuerdo con lo admitido por la mayoria 
de los autores extrangeros. 


EDAD 


No hemos observado Rectitis estenosantes 
en menores de 15 afios, ni en mayores de 70. 
El mayor nimero de casos estan comprendi- 
dos entre 20 y 30. 


RAZA Y COLOR 


No hemos observado que el factor raza o 
color influya en Ja frecuencia de la enferme- 
dad. 

CLASE SOCIAL 


El mayor niimero de casos de estrecheces 
rectales se observa en la clientela hospitalaria, 








en la clase social baja, mal nutrida y sin no- 
ciones de higiene, que consultan tarde. En 
clientela privada los casos de estrechez rectal 
son sin duda menores, con mayor frecuencia 
vemos en este tipo de clientes Rectitis agudas 
o erénicas que son sin duda formas relativa- 
mente recientes de la enfermedad. Prosti- 
tutas y pederastas pagan un fuerte tributo a 
esta enojosa y grave localizacién del virus 
poradénico. 


POLINFECCION VENEREA 


La mayor parte de los casos estudiados son 
de polinfeccién venérea. Historia de blenor- 
ragias, chancros, adenopatias y reacciones 
serolégicas positivas para la sifilis; y no du- 


damos que esta polinfeccién juegue un papel’ 


en la etiopatogenia de las lesiones. Hemos 
tenido la ocasién de comprobar un caso de 
cuddruple infeccién venérea en un joven de 
16 afios. El granuloma venéreo se afade y 
complica a veces las lesiones perianales y 
perineales. Lo hemos visto en cuatro ocasi- 
ones, su sitio perianal da al cicatrizar origen a 
estrecheces anales muy cerrades. 


SINDROME ANO-RECTO-PERINEO-GENITAL 


Las Rectitis estenosantes van accompaiiadas 
en un cierto nimero de casos de otras localiza- 
ciones del virus en la esfera perineo-genital, 
dando origen a un complejo sintomatico en 
que a las lesiones rectales se asocian lesiones 
variadas de naturaleza edematosas, ulcerosas, 
esclerosantes, tumorales, fistulosas y elefan- 
cidsicas de localizacién perianal, tegumentos 
del periné, genitales externos vulva, vagina y 
uretra y que han sido descritos con el nombre 
de Sindrome anorectoperineo genitales por 
Jersild. En mas del 70%. las lesiones son 
puramente rectales; en mas de un 20%. hay 
localizaciones perineogenitales asociadas; y 
solo en un porcentage muy pequefio 3 a 5 por 
%. hemos visto lesiones genitourinarias puras 
sin lesion rectal. 


RELACION CON EL CANCER 


Es posible y ha sido descrito el desarrollo 
del cfncer sobre lesiones rectales de Nicolas 
Favre, sinembargo no hemos observado nin- 
gun caso clinico ni hay ninguna observacién 
en los archivos de Anatomia Patolégica. 
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NICOLAS FAVRE OR FOURTH VENEREAL DISEASE 


CLINICA 


Los casos estudiados por nosotros presentan 
un cuadro clinico bastante caracteristico que 
podemos sintetizar describiendo sus signos lo- 
cales y sus signos generales : 


, SIGNOS LOCALES 


Funcionalmente los enfermos presentan 
sintomas de Rectitis crénica asociados a sin- 
tomas de estrechez rectal: hay dolor, tenesmo, 
flujo mucopurulento y a veces hemorragico, 
constipacién tenaz alternado con crisis diar- 
réica, dificultad mas o menos grande en la 
defecacion y heces acintadas. Algunos presen- 
tan a intervalos regulares crisis pseudo oclu- 
sivas y aunque ha sido negado por algunos 
hemos visto casos complicarse de un cuadro 
obstructivo agudo. 

A la inspeccién la region anal se presenta 
normal en algunos casos, en otros hay lesiones 
de anitis proliferante con presencia de mame- 
lones inflamatorio de aspecto condilomatoso o 
de anitis ulcerativa. 

La region perianal es frecuentemente el 
asiento de lesiones edematosas crénicas a veces 
de aspecto elefancidsico en cuya superficie se 
abren los orificios de trayectos fistulosos mas 
0 menos complejo. 

Al tacto rectal se percibe la estrechez carac- 
teristica de calibre variable que deja a veces 
pasar solo una bujia 9 y en otras ocasiones es 
permeable al indice, esta estrechez es baja 
entre 2 y 6 cts. por encima del ano, en forma 
de embudo invertido, ocupa toda la circunfer- 
encia del intestino, la mucosa esta a veces lisa, 
dura, cicatricial y otras veces es rugosa e ir- 
regular cubierta de mamelones que sangran. 

Las paredes rectales han perdido su elas- 
ticidad, su movilidad, estan engrosadas y se 
percibe el bloque de perirectitis. 

En algunos casos avanzados hay abcesos 
perirectales que se abren en la zona perianal 
y multiples fistulas que algunas veces hacen 
comunicar el recto con la vagina. 

SINTOMAS GENERALES. Solo en las 
formas recientes, mientras la estrechez no es 
muy cerrada ni existen complicaciones infec- 
ciosas ‘perirectales, se mantiene intacto el esta- 
do general. Con los progresos de la estrechez 
y el desarrollo de procesos supurativos en el 
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perirecto y lesiones ulcerosas y supurativas en 
la mucosa por encima de la estrechez, se 
establece una gran toxemia que unida a la 
stercoremia y a la toxicidad propia de las 
lesiones poradénicas hacen declinar rapida- 
mente la salud del enfermo. Pérdida del peso 
y las fuerzas, anemia marcada, inapetencia, 
decadencia organica evidente, unidas a los 
sufrimientos locales y a una profunda depre- 
sién moral dan a estos pacientes un lamen- 
table aspecto de caquexia y son faciles presas 
de las enfermedades intercurrentes. La 
tuberculosis, las broncopneumonias, las pie- 
lonefritis, son causas frecuentes de la muerte 
cuando no viene una complicacién local: per- 
foracién con peritonitis u oclusién aguda a 
poner fin a tan lamentable estado. 

RECTO-SYGMOIDOSCOPIA: Esta im- 
portante exploracién debe practicarse cada 
vez que sea posible, si se logra la dilatacién 
previa es a veces posible introducir un rec- 
tosygmoidoscopio de nifios; muy alto en el 
sygmoide la mucosa esti habitualmente sana 
y se deja distender, retirando el aparato se 
llega a la zona supra-estrictural donde hay 
frecuentemente aciimulo de pus y sangre y 
la mucosa presenta lesiones ulcerosas y equi- 
moticas, luego se cae en el tubo rigido inexten- 
sible de la estrechez sembrado comunmente de 
excrecencias poliposas que sangran con faci- 
lidad. 


SIGNOS RADIOLOGICOS 


La exploracién Radiolégica por lavado 
opaco del recto y el colon suministra en las 
estrecheces rectales de origen poradénico 
figuras bastante caracteristicas hasta tal 
punto que de acuerdo con la opinion de P. 
Gonzalez Rincones Prof. de Electro-Radio- 
logia y C. Ottolina Jefe del Servicio de Gas- 
tro-Enterologia del Hospital Vargas puede 
hablarse de un Sindrome radiolégico de las 
estrecheces poradénicas. 

La técnica empleada es el enema opaco con 
emulsién de sulfato de bario puro (lechada 
clara con 150 grs. por litro) a traves de una 
zonda de Nelaton No. 24. y con presion no 
mayor de un metro. Se practica el examen 
bajo control radioscépico tomando films cuan- 
do se observa algun aspecto interesante, va- 
liendose del selector de Albrech provisto de 
rejilla antidifusora (Gonzalez Rincones) los 








caracteres mas constantes observados en las 
imagenes radiolégicas de este tipo de estre- 
checes son: 1. Estrecheces generalmente ba- 
jas de sitio rectal comenzando a pocos centi- 
metros del ano. 2. largas y continuas entre 6 
y 15 centimetros. 3. aspecto tubular. Excep- 
cionalmente las estrecheces aleanzan el sig- 
moide y mas raro atn el descendente y pue- 
den presentarse zonas estrechas aisladas en 
estos 2 itiltimos segmentos  intestinales 
separadas de la estrechez rectal principal por 
segmentos de mucosa sana. Con lo que res- 
pecta a las estrecheces segmentarias aisladas 
sigmoidianas 0 célicas no parecen correspon- 
der a las ecaracteristicas radiolégicas de las 
estrecheces linfogranulomatosas. 

La ampolla rectal desaparece o no se forma 
y las paredes rectales se muestran inexten- 
sibles, debido principalmente a la fuerte peri- 
rectitis esclerosa. Hay ausensia de pliegues 
aunque algunas veces despues de la evacua- 
cién es posible ver pliegues verticales y areolas 
que corresponden a pliegues conservados de 
la mucosa y a formaciones papilomatosas. 
(Ottolina) Gonzalez Rincones describe asi el 
aspecto radioscépico durante el lavado opaco: 
la pared rectal inextensible se adosa a la 
sonda Nelaton, desaparecen las valvulas de 
Huston y el enema corre a traves del recto 
sin distenderlo y llega a la S iliaca dando la 
impresién de que la sonda Ilegara hasta esta 
region; es algo parecido a lo que pasa en la 
linitis gistrica cuando la comida opaca pasa 
del eséfago al intestino a traves del est6mago 
inextensible. Generalmente hay regularidad 
en el contorno de las figures. Algunas veces es 
posible ver trayectos fistulosos mas 0 menos 
complejos que comunican el recto con los 
érganos vecinos o la piel del periné. 


ANATOMIA PATOLOGICA 


Los datos anatomopatolégicos de esta im- 
portante y grave forma de Rectitis nos han 
sido suministrados por el Profesor Rudolf 
Jaffé del Departamento de Anatomia Patolé- 
gica del Hospital Vargas de Caracas, basados 
en el examen de 64 rectos de los cuales 37 cor- 
responden a casos autopsiados y 27 a piezas 
extirpadas quirairgicamente. 

De los 37 casos autopsiados 12 murieron 
por causa de la enfermedad misma caquexia 
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y anemia, 14 por complicaciones de la enfer- 
medad repartidos asi: Peritonitis 7 casos, 
Broncopneumonias 3 y Pielonefritis 4. 

En los restantes 7 casos la causa de la 
muerte fué diferente de la enfermedad que 
estudiamos y las lesiones rectales fueron un 
hallazgo de la autopsia. 

De los 37 casos autopsiados 30 fueron mu- 
jeres y 7 hombres. La relacién con la edad 
esta expuesta en el siguiente cuadro. 

Edad. 16-20 21-30 31-40 41-50 51-60 61-70 

Casos. 4 ae 5 1 2 

En 26 veces las lesiones estaban limitadas 
al recto, 7 veces aleanzaron el comienzo del 
sygmoide y en 4 veces llegaron hasta la parte 
alta de la S iliaca. No hubo casos de local- 
izaciones mas altas. 

Localizaciones altas en el descendente y en 
el transverso han sido descritas y en Vene- 
zuela conocemos un caso de Luciani y otro de 
Cordoba. 

Las estrecheces altas corresponden fre- 
cuentemente a la bilharziosis que muy fre- 
cuentemente se asocia en nuestros enfermos a 
las lesiones linfogranulomatosas. Hemos op- 
erado 2 casos: uno de un tumor estenosante 
del colon descendente en el que practicamos 
una Colectomia parcial, y en el cual atn 
cuando tenia Frei fuertemente positivo y 
lesiones rectales el examen de la pieza reveld 
alteraciones claramente de origen bilharziano. 
El otro fué una extirpacién abdomino-peri- 
neal del recto por Rectitis estenosante grave 
que al examen anatomopatolégico revelé una 
asociacién Bilharzia- Nicolas Favre. 

Jaffé describe asi el aspecto macroscépico de 
las lesiones rectales poradénicas: El recto esta 
transformado en un tubo duro, la estrechez 
mide a veces hasta 20 cts. y es tan cerrada que 
no admite el paso de las tijeras, es muy dura 
y fijada por fuertes adherencias a la pelvis 
ésea, los tejidos perirectales forman una masa 
dura adherente al hueso y la extirpacién se 
efectiia con grandes dificultades teniendo que 
seccionarlo centimetro a centimetro con el 
cuchillo. 

La mucosa falta generalmente al nivel de 
la estrechez, o quedan solamente islotes aisla- 
dos con formaciones hiperplasicas pseudopoli- 
posas. El Limite de las lesiones es brusca 
pero en linea ondulada y las_lesiones 
perirectales no sobrepasan las de la mucosa. 
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En un corte transversal se ve en el lugar 
de la mucosa un tejido blanco opaco de un 
grosor de un milimetro hasta un centimetro o 
mas y penetrando de alli hasta el tejido pél- 
vico en forma de filas finas muchas veces 
como una red o tambien con filas mas anchas. 
Este tejido fibroso ha sustituido muchas veces 
en gran extensién el tejido grasoso de la 
pelvis. 

Contemplando este tejido neoformado dura 
que ha sustituido la pared rectal e infiltrado 
toda la pelvis no se comprende como puede 
existir medicamento capaz de curarlo ni pro- 
cedimientos capaces de dilatar tales estre- 
checes. 


TRATAMIENTO DE LAS LOCALIZACIONES ANO- 
RECTALES DE LA ENFERMEDAD DE NICOLAS FAVRE 


Consideraremos el tratamiento en las tres 
formas clinicas descritas: 1. Formas agudas: 
Es en estas formas que los tratamientos mé- 
dicos proporcionan sus mejores resultados: 
Antimoniales y Sulfamidados asociados a 
tratamientos locales y ténicos generales dan 
excelentes efectos. 

Entre los antimoniales hemos empleado: el 
emético por via venosa en solucién al 1 %. a 
dosis progresivamenta crecientes hasta alean- 
zar 0.05 centigramos por dosis en serie de 25 
inyecciones; y debemos confesar estar satis- 
fechos de su empleo. Tambien hemos usado 
otros derivados antimoniales como la Fuadina 
y la Anthiomalina. Simulténeamente o en 
curas alternas indicamos la Sulfanilamida 6 
uno de sus derivados, especialmente hemos 
ensayado el Prontosil, el Solfanil y ultima- 
mente el Sulfatiazol, producto éste dltimo 
muy activo y bastante bien tolerado que 
recomendamos a la dosis de 4 gramos diarios 
en curas alternas que aleanzan cada una 20 
grs. 

El tratamiento local que recomendamos 
consiste en lavados previo enema evacuador 
y con el anuscépio con soluciénes de Rivanol 
al 1 %., Fuschina de Ziehl Lugol. Sulfani- 
lamida, ete. 

El extracto hepatico, el calcio y las vita- 
minas completan las indicaciones. No tene- 
mos un concepto preciso de cuan largo debe 
ser este tratamiento y no sabemos exacta- 
mente por cuanto tiempo debe ser continuado 
despues de la desaparicién de las lesiones. 
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Creemos sinembargo que debe ser prolongado 
por algunos meses pues hemos visto recidivas 
y sugerimos que dichos enfermos sean some- 
tidos a controles recto-sygmoidosecépicos a 
intervalos regulares. 

Las Rectitis crénicas sin estrecheces mere- 
cen un tratamiento similar con la particulari- 
dad de que reacionan menos bien a los medi- 
camentos, y requieren tratamientos locales 
mas enérgicos. Algunas formas se muestran 
muy rebeldes pues las mejorias son transi- 
torias. Son necesarias a veces pequefias inter- 
venciones endoscépicas como cauterizaciones 
y extirpacién de pdlipos. 

En las Rectitis crénicas proliferantes y es- 
tenosantes somos pesimistas en lo referente a 
la accién curativa de los tratamientos gen- 
erales y locales de que hemos hablado; tene- 
mos la impresién de que en general tienen una 
grave tendencia evolutiva que dificilmente es 
modificada por los tratamientos mas enérgicos 
y mejor dirijidos. No dudamos que en formas 
muy recientes, con estenosis poco cerradas 
escasa perirectitis infeccién secundaria dis- 
creta y buenas defenzas orgaénicas sea posible 
mejorar el estado local, atenuar la infeccién 
secundaria a expensas de un tratamiento 
enérgico, cuidadoso y prolongado muy largo 
tiempo sumado a una rigurosa higiene gen- 
eral. Pero en las formas avanzadas tal como 
las observamos en nuestros servicios hospita- 
larios, segin no los demuestra la experiencia 
clinica de largos afios de observacién y en 
presencia de la magnitud de las lesiones re- 
veladas en las mesa operatoria y la sala de 
autopsias, consideramos que no existe ningun 
medicamento capaz de curar, ni ningun pro- 
cedimiento capaz de dilatar esos rectos de mu- 
cosa y calibre practicamente desaparecidos 
cuyas paredes quedaron ahogados en un 
magma de esclerosis de algunos centimetros 
de espesor adherente a los érganos y forma- 
ciones 6seas vecinas en cuyo seno se albergan 
abcesos y complejos trayectos fistulosos. 

Las dilataciones diatérmicas asociadas a la 
medicacién sulfamidica mejoran sin duda las 
formas menos graves; los dolores se atentian, 
las supuraciones disminuyen, la fiebre desa- 
parece y algunas fistulas se cierran; en clien- 
tela privada tenemos algunos casos que man- 
tienen hace afios esta mejoria a expensas de 
untratamiento largo, costoso y molesto del 
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cual son esclavos por vida. Pero hasta la 
fecha no contamos con ninguna curacién. 

Durante anos hemos ensayado contra estas 
rebeldes Rectitis crénicas estenosantes los mas 
variados tratamientos: quimoterapia a base 
de antimoniales, iddicos, salicilados, sales de 
oro, sulfamidicos; vacunas, antigenoterapia, 
dilataciones diatérmicas, Radioterapia y 
hasta intervenciones de limpieza local, como 
abertura de abcesos, extirpacién de pdlipos, 
debridamiento de fistulas, ete. 

En la mayoria de los casos los resultados 
han sido eseasos y dificilmente mantenidos, to- 
do lo cual nos ha llevado al convencimiento de 
que son necesarias medidas mas radicales y 
en la actualidad tenemos la conviccién de que 
la Gnica solucién capaz de mejorar el precario 
estado general y de modificar muy favora- 
blemente tales lesiones locales es la realizacién 
de una Colostomia que segun la experiencia 
de la mayoria de nuestros cirujanos y la 
nuestra propia debe ser definitiva pues no le 
atribuimos facultades curativas suficientes 
como para abrigar la menor esperanza respec- 
to a un posible cierre del ano artificial con res- 
tablecimiento del tractus intestinal normal. 


Kste criterio un tanto radical de la Colos- 
tomia definitiva es la resultante légica de la 
experiencia clinica y de los estudios anatomo- 


patolégicos de las lesiones. Todos los casos 
que conocemos de colostomias temporarias que 
han sido cerradas al considerar curadas las 
lesiones infrayacentes han resultado un ro- 
tundo fracaso pues las lesiones se han repro- 
ducido, por lo menos en los casos de verda- 
deras Rectitis estenosantes a virus poradénico 
ya que los casos evolucionan muy distintamente 
cuando las lesiones son de otra naturaleza 
hasta el punto de que en nuestra conviccién 
negamos la naturaleza linfogranulomatosa a 
las lesiones rectales que curan raépida y com- 
pletamente bajo la accién benefactora de un 
ano artificial temporal. Por lo que respecta a 
la Anatomia Patolégica, la magnitud y exten- 
sion de las lesiones observadas en los casos 
avanzados nos obliga a no admitir la posibili- 
dad de una restitucién anatémica y funcional 
de un é6rgano tan profundamente lesionado 
cuya estructura ha sido definitivamente sus- 
tituida por un tejido fibroso de nueva forma- 
cién. 

La Colostomia definitiva es pues para noso- 


tros el tratamiento de eleccién de las Rectitis 
estenosantes y proliferantes a virus poradé- 
nico llegadas a su grado avanzado de su evolu- 
cién; bajo su influencia el estado general me- 
jora de manera sorprendente, cesa la ester- 
coremia, disminuye la toxi-infeccién crénica 
nacida en los focos de Rectitis y Perirectitis 
supurantes y fistulosos, mejora la anemia, 
renacen progresivamente el apetito y las 
fuerzas y se regularizan las demas funciones 
organicas y se asiste en poco tiempo a una 
sorprendente mejoria del paciente. Entre- 
tanto al entrar en reposo el segmento intes- 
tinal enfermo, atentianse los sufrimientos, 
modificanse favorablemente los focos infec- 
ciosos crénicos perirectales y supraestric- 
turales que supuran menos y hasta dejan a 
veces definitivamente de supurar; las lesiones 
edematosas, ulcerosas y papilomatosas peri- 
anales se hacen menos dolorosas y disminuyen 
de tamafio, enfin nétase en un numero con- 
siderable de casos una mejoria notable de las 
condiciones locales que sino representa una 
curacién absoluta, eventualidad que nunca 
hemos visto, a lo menos representa un gran 
mejoramiento del estado del paciente com- 
patible con una vida bastante normal y sin 
sufrimientos. 

Sinembargo la mejoria de las condiciones 
locales no siempre va de acuerdo con el me- 
joramiento del estado general que si es siem- 
pre constante. Un cierto nimero de enfermos 
despues de un ano o mas de llevar su ano 
artificial definitivo regresan quejéndose de no 
haber obtenido el beneficio local esperado y 
examinados obsérvase en realidad que existe 
abundante supuracién rectal, que muchos tra- 
yectos fistulosos no se han cerrado y que aun 
se han formado otros nuevos; pruebas eviden- 
tes de que las lesiones no solo no mejoraron 
con la Colostomia sino que continuaron a 
evolucionar; son éstos generalmente enfermos 
que no se sometieron despues de la Colostomia 
a un tratamiento local y general que consi- 
deramos de rigor y algunas veces basta con 
instituirlo rigurosamente para que todo entre 
en orden. A pesar de todo algunos casos no 
mejoran y hemos tenido por lo menos 6 en 
tales circunstancias, las lesiones se muestran 
rebeldes a todas las terapéuticas y los desgra- 
ciados enfermos exigen se les libere por cual- 
quier medio de tan lamentable estado. Es 
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entonces que creemos llegado el momento de 
recurrir a una cirugia radical, a la extirpa- 
cién del segmento intestinal enfermo con 
todos los tejidos esclerosos e infectados que 
lo rodean; eso si de una cirugia amplia y gen- 
erosa que soprepase en todos sentidos los 
limites de las lesiones tan radical como la 
empleada contra el cancer del recto, por ser 
a nuestro entender la tinica capaz de asegurar 
una curacién definitiva. Creemos que el des- 
crédito en que ha caido la cirugia del recto en 
las lesiones linfogranulomatosas entre algunos 
autores es debido al empleo de técnicas timo- 
ratas, econdmicas que aspiran inutilmente a 
curar conservando el esfinter o realizando 
resecciones parciales e incompletas que dejan 
tejidos enfermos origen de futuras recidivas. 
Resumiendo aconsejamos en las rectitis 
erénicas estenosantes graves, debidamente 
diagnosticadas y estudiadas clinica, endoseé- 
pica y radiolégicamente. 1 %. el establecimi- 
ento de una colostomia definitiva seguida de 
un riguroso tratamiento general a base de 
derivados sulfamidicos y local bajo forma de 
lavados, tocamientos, cauterizaciones y pe- 
quefas operaciones de limpieza, continuados 
por largo tiempo; y 2. si no obstante, las 
condiciones locales no mejoran  suficiente- 
mente: la extirpacién amplia y radical del 
segmento enfermo y los tejidos que lo rodean. 

Debemos ahora hacer algunas consideraci- 
ones sobre la colostomia definitiva y sobre el 
tipo de extirpacién rectal a practicar y la via 
a seguir. En lo referente a la Colostomia 
consideraremos el sitio y el tipo. 

Con lo que respecta al sitio y si tomamos 
en consideracién la topografia habitual de las 
lesiones que es el recto, deberiamos colocarla 
en el asa sygmoide que es el sitio de eleccién 
de los anos iliacos izquierdos y asi lo realiza- 
ron en sus primeros casos la mayor parte de 
nuestros cirujanos y lo realizan todavia al- 
gunos. Sinembargo las publicaciones refer- 
entes a localizaciones en el asa omega y atin 
mas altas no son raras (Dimitri, Stoia, Fal- 
coner, Moulongert, Kase Bloch y Zagdoun). 

Entre nosotros Jaffé encuentra en 37 casos 
autopsiados que 7 veces las lesiones alcan- 
zaron el comienzo del sygmoide y 4 veces 
llegan hasta su parte mas elevada. Por otra 
parte Perez Carrefio pretende haber observa- 
do 3 casos de invasion de la boca de colosto- 


mia sobre el sygmoide por las lesiones pora- 
dénicas de los cuales uno por lo menos mostré 
lesiones anatomopatolégicas caracteristicas; y 
D. Luciani Profesor de Clinica Quirirgica 
presenté una observacién irrefutable de lesion 
estenosante alta, casi en el comienzo del des- 
cendente en un enfermo con Frei positivo y 
lesiones rectales. Tales hechos obligan a con- 
siderar imprudente la colocacién sistematica 
y rutinaria del ano artificial en la S iliaca y 
han conducido a algunos a elegir el transverso 
(Luciani) o el descendente (Perez Carreiio, 
Baquero y nosotros mismos) como el sitio de 
eleccién. Creemos que la eleccién del sitio de 
la Colostomia depende del estudio radiolégico 
y sobre todo de la amplia revision del colon 
por laparotomia exploradora. Preferimos en 
todo caso el fin del colon descendente y no 
tiene nuestro favor su sitio en el colon trans- 
verso por las frecuentes diarreas y mala con- 
tinencia que con el hemos observado a mas 
de su incomodidad para el paciente. 

En 74 Colostomias revisadas 19 veces se 
hizo en el descendente y 14 en el colon trans- 
verso y 41 en el colon sygmoideo. En estas 74 
colostomias hubo 6 muertes todas en el peri- 
odo postoperatorio y debidas al precario 
estado general en que estaban los pacientes. 
Con lo que respecta al tipo de colostomia ob- 
servamos que es el clésico ano con puente 
cutaneo el mas frecuentemente empleado en 
nuestro pais; fué el empleado en los primeros 
casos y el que todavia prefieren algunos 
(Luciani, Blanco Gésperi) aunque le con- 
cedemos ventajas como la de ser de facil eje- 
cucién y la de permitir los lavados del eabo 
distal lo empleamos poco porque se complica 
frecuentemente de prolapso y porque no pro-" 
porciona la continencia a que aspiramos para 
nuestros enfermos. 

Perez Carrefio ha ideado un tipo de colos- 
tomia definitiva que realiza con un asa corta 
adosada por sus bordes y que hace cabalgar 
sobre los planos musculo aponeuréticos de la 
herida dandole asi un doble espolon, la boca 
se hace en el sentido de la luz intestinal. Lo 
hemos realizado siguiendo su técnica y es sin 
duda muy estético y bastante continente al 
comienzo, sinembargo tenemos la impresion 
de que su valor como colostomia definitiva va 
perdiendo eficacia con el tiempo y las materias 
comienzan a pasar por el cabo distal. Por otra 
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parte por su pequeiio espolon y su abertura se- 
gun la luz intestinal es facil de cerrar. 

Creemos que si a un enfermo ha de con- 
denarsele a soportar definitivamente un ano 
contra natura es indispensable que dicho ano 
artificial sea lo mas estético lo mas cémodo, lo 
mas continente y lo mas aseado posible. 

Sin duda la econtinencia es el problema 
fundamental, y creemos que esa continencia 
para satisfacer al paciente debe ser absoluta es 
decir que en ninguna circunstancia, sean 
cuales fueren la consistencia de la materia y el 
estado del peristaltismo permita el escape in- 
voluntario de las materias y los gases; es lo 
que nosotros Ilamamos la continencia social 
que permita al enfermo sin temores dedicarse 
activamente a su vida social y deportiva. Tal 
tipo de continencia esté ampliamente demos- 
trado por la experiencia no puede ser propor- 
cionado por ninguna de las maniobras idea- 
das, tales como torcion del cabo sobre su eje, 
paso a traves de los haces musculares, paso 
por un tunel sub-cuténeo tenemos la convic- 
cién de que tal tipo de continencia solo puede 
ser proporcionada por dispositivos mecdnicos 
que regulen la abertura o el cierre del cabo 
intestinal abocado a la piel. El paso del cabo 
intestinal entre un tinel cutdneo y la piel 
permitiendo la aplicacién de una pinza u otro 
dispositivo mecfnico compresar es sin duda 
alguna la tinica solucién del problema y es por 
eso que hemos elegido como procedimiento de 
colostomia definitiva el llamado ano Kurzahn 
Cuneo con las simplificaciones realizadas en 
su técnica por Corachan y Baquero. Se le cri- 
tica a este procedimiento el de ser de técnica 
delicada de exponer al esfacelo del cabo supe- 


rior, y al estallamiento del cabo inferior cer- - 


rado y hundido en el abdomen y de dificil 
drenaje, admitiendo las criticas debemos con- 
fesar que hasta la fecha no hemos tenido que 
lamentar ninguna de tales complicaciones. 

Y abordamos ahora el problema de las ex- 
tirpaciones rectales. Creemos que todo lo 
antes expuesto en relacién con la gravedad y 
extensién de las lesiones y la rebeldia de sus 
sintomas autoriza la indicacién de una extir- 
pacién del é6rgano enfermo en los casos afor- 
tunadamente no muy frecuentes (20 por 100) 
en nuestra estadistica en que la Colostomia 
no proporciona la mejoria esperada. Nuestro 
criterio al respecto no es demasiado radical; 


creemos que en la mayoria de los casos la Co- 
lostomia proporciona una mejoria tal de las 
lesiones y una desaparicién tan completa de 
los principales sintomas que si no puede ha- 
blarse de curacién absoluta si puede consider- 
arse como una curacién clinica compatible con 
una vida activa y sin sufrimientos. La indica- 
cién de la extirpacién radical est& en el 
fracaso del ano contra natura. Sinembargo 
no debe esperarse demasiado y no debe de- 
jarse perder el amplio beneficio que sobre el 
estado general ejerce la derivacién de las ma- 
terias fecales; la extirpacién no debe hacerse 
ni demasiado pronto, antes de que los resul- 
tados favorables de la Colostomia se hagan 
evidentes, ni demasiado tarde es decir cuando 
el estado general comienza a decaer de nuevo. 
En 75 Colostomias revisadas solo en 15 casos 
se practicé6 posteriormente la extirpacién del 
recto la que da una cifra algo mayor del 20 
por 100. 

La extirpacién rectal en las Rectitis esteno- 
santes poradénicas es una operacién grave 
que da una elevada mortalidad en 15 casos 
estudiados hay 4 muertes, 26, 6%; de las 
cuales 3 corresponden a la via abdomino- 
perineal y uno a la via posterior tras sacra. 

Las primeras extirpaciones rectales prac- 
ticadas en nuestro pais por esta enfermedad 
fueron extirpaciones conservadoras, timora- 
tas, econémicas por via perineal y tratando de 
conservar el esfinter; de exito inmediato su 
fracaso se revelé en los afos sucesivos por re- 
produceién de las lesiones in situ. Blanco 
GAsperi ensayé extirpaciones perineales par- 
ciales con descenso del recto y conservacién 
del esfinter pero no tenemos datos exactos so- 
bre los resultados lejanos. Mas tarde Perez 
Carrefio inicié una cirugia mas amplia prac- 
ticando por via perineal extirpaciones exten- 
sas y altas sin pretender la conservacién del 
esfinter con Colostomia previa. El segmento 
eélico comprendido entre la Colostomia y el 
sitio de la extirpacién no proporcioné moles- 
tias; despues la cirugia se ha hecho mas ra- 
dical y mas atrevida, el mejor conocimiento 
de las lesiones anatomopatolégicas y la posi- 
bilidad de su extension hasta la parte alta del 
sygmoide han conducido a un gran ntimero 
de nuestro cirtijanos a emplear la via mas 
amplia y el procedimiento mas radical, me re- 
fiero a la extirpacion abdominoperineal en un 
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tiempo previa Colostomia Corachan, Ba- 
quero, Luciani, Ottolina, Borjas. 

La evidente elevada mortalidad de la via 
abdomino-perineal en las extirpaciones del 
recto en enfermos con Rectitis erénicas este- 
nosantes poradénicas que por lo comun ofre- 
cen poca resistencia organica y llegan al acto 
operatorio debilitados por la anemia y la 
infeccién nos céndujo a ensallar la via dorsal 
tras sacro tipo Kraske con establecimiento de 
un ano sacro. La intervencién practicada con 
anestesia raquidea y con bisturi eléctrico es 
bastante bien tolerada permite una extirpa- 
cién extensa en amplitud y altura y sus resul- 
tados lejanos se han mostrado satisfactorios 
ya que 2 de nuestras operadas se encuentran 
despues de 3 afos en exelentes condiciones lo- 
eales y generales revelando, a los frecuentes 
controles clinicos radiolégicos y endoscépicos 
una absoluta y definitiva curacién de las le- 
siones. El] ano sacro, tan criticado por algunos 
ha funcionado bastante bien con aceptable 
continencia en nuestros enfermos. Psiquica- 
mente es mejor tolerado que el ano abdominal, 
siendo su principal defecto su dificil cuido y 
aseo. 

Resumimos a continuacién las 2 observa- 
ciones mas antiguas de nuestros casos 
operados por via dorsal tras sacra con 
establecimiento de un ano sacro. Observa- 
cién No. 1. 1937. Mujer de 29 afios. Antece- 
dentes venéreos cargados: Blenorragia, chan- 
cros, adenopatias inguinales, Lies. Desde 
hace 7 afios Rectitis crénica progresivamente 
estenosante y desarrollo progresivo de lesiones 
ulcerosas y edematosas perineo-genitales. 

Al examen clinico Sindrome—ano—recto 
perineal de Jersild: Rectitis erénica prolifer- 
ante y estenosante, vegetaciones condilomato- 
sas perianales y perineales, edema crénico e 
hipertrofia elefantidsica de los genitales 
externos, ulceracién perimeatica excrecencias 
poliposas endouretrales. Trigonitis. Al 
examen rectoscépico mucosa granulosa y ul- 
cerada, estrechez cerrada y extensa a 4 cts del 
ano, reaccién de Frei fuertemente postiva. 
Enferma anemiada, enflaquecida, amenor- 
réica, con crisis pseudo-oclusivas a repeticién. 

Esta enferma ha sido ya sometida a trata- 
mientos locales y generales sin resultado: 
Eméticos, Sulfanilamida y dilataciones dia- 
térmicas. 


TRATAMIENTO QUIRURGICO. 1. Ex- 
tirpacién de los grandes labios y toilet perineo 
genital. 2. Colostomia en el colon transverso 
tipo Perez Carrejio por crisis pseudo oclusivas 
agudas. La enferma mejoré notablemente en 
su estado general y algo en el local y durante 
casi un aio fué sometida en el Servicio a un 
riguroso tratamiento durante el cual se ensal- 
laron los iédicos, los antimoniales, la sulfa- 
mida y sus derivados y se continuaron las 
dilataciones diatérmicas y los tocamientos 
locales. Despues de un afio de tratamientos 
infructuosos y en vista de que el recto sigue 
supurando, la enferma sufre y se forman ab- 
eesos y fistulas perianales, se practica una 
extirpacién del recto muy amplia y muy al- 
ta descendiendo el sigmoide para establecer 
un ano sacro; la operacién se realiza con 
anestesia raquidea y con bisturi electrico. 
Buena evolucién post-operatoria. En 1938 
abandoné el Servicio en exelentes condiciones, 
satisfecha del funcionamiento de su ano sacro 
despues del cierre de su Colostomia en el 
transverso. Los controles sucesivos clinicos, 
radiolégicos y endoscdépicos, realizados cada 
6 meses hasta la fecha revela una perfecta y 
definitiva curacién. El examen anatomo- 
patolégico de la _ pieza 


extirpada revelé 
lesiones inflamatorias crénicas del tipo Nicolas 
Favre. 

Observacién No. 2. 1938. Revela al examen 


un Sindrome grave ano-recto-perineo de 
Jersild: vegetaciones condilamatosas en la 
horquilla vulvar, hipertrofia elefantiasica del 
labio mayor izquierdo y clitoris, supuracién 
rectal, mamelones elefantiacos cubriendo la 
margen del ano. 

El tacto rectal muy doloroso, pone de mani- 
fiesto inmediatamente por encima del reborde 
anal, una mucosa, como granulosa y a unos 
5 centimetros una estrechez infranqueable, 
que solo permite la entrada del extremo del, 
jndice. Introduciendo bujias de Hager, la 
nimero 10 pasa con dificultad. Rectoscopia. 
Se introdujo el aparato hasta 20 em., previa 
dilatacién de la estrechez. A este nivel se 
encontré una mucosa de aspecto normal, per- 
mitiendo las paredes del intestino un facil 
desplazamiento del pico del instrumento. Se 
fué retirando el aparato y al llegar a los 11 
em. se observé una zona inflamada, sangrante 
con pus; a los 9 em. se veian simultaneamente 
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todas las paredes del recto que formaban un 
timel estrecho y rigido; no era aumentada la 
luz del intestino por los movimientos laterales 
ni por la insuflacién; a este nivel la mucosa 
presentaba una coloracién blanco grisaceo, 
no sangraba, ni mostraba casi pus en la super- 
ficie. Dicho aspecto se continuaba hasta unos 
5 em. del ano. 

Ex. Radiolégico. Ampolla rectal rigida de 
contornos irregulares. S iliaca retraida, 
trayecto dentro de la pelvis. En la union de 
la S ilfaca y de la ampolla rectal hay una 
zona angosta permanente. Doctor Gonzalez 
Rincones, Orinas. Albuminuria, con cilindru- 
ria epitelial. 

Heces. Tricocéfalos y Ascaris. 

Reacci6n de Frei: (antigeno simiano y 
humano, 0, 10) Rdo. Positivo pustuloso. Los 
demas examenes clinicos y de laboratorio, sin 
nada digno de mencién. 

1. Operacién. Vulvectomia parcial, labio 
mayor izquierdo y clitoris. Extirpacién con- 
dilomas perianales. Ottolina. 

Informe anatomopatolégico. 
Daly. Elefantiasis inflamatoria 
Favre. 


(Jaffé y 0. 
Nicolas 


Via dorsal (sacra) Extir- 


2. Operacién. 
pacién rectal. Reseccién sacrococcigeana, con 
descenso del sigmoides y ano sacro. Borjas. 


Informe anatomopatolégico. (Jaffé 0. 
Daly) Elefanciasis. Endometriosis extensa 
de la margen del ano. Enfermedad de Nicolas 
Favre relativamente fresca. Como puede ob- 
servarse esta extirpacién fué practicada sin 
Colostomia previa, sinembargo los resultados 
han sido exelentes, los controles sistemAticos 
demuestran una curacién definitiva de todas 
las lesiones y la enferma se muestra satisfecha 
del funcionamiento de su ano sacro, en el 
curso del ultimo afio soport6 muy bien un 
embarazo dando a luz un nifio sano. 

Es esta nuestra humilde contribucién al 
problema quirirgico de las estrecheces rec- 
tales linfogranulomatosas con la cual, no pre- 


tendemos establecer conclusiones definitivas 
por considerar que estamos todavia en un 
periodo de ensayo y estudio en que buscamos 
y seguiremos buscando con sereno espiritu 
cientifico una mejor y menos grave solucién 
para este interesante y nuevo capitulo de la 
Patologia rectal. 


RESUMEN 


1. Se define la llamada Enfermedad 
de Nicolas Favre como una enfermedad 
venérea infecciosa, contagiosa e inocu- 
labe, de evolucién crénica, debida a un 
ultravirus filtrante. Es una adenolin- 
focelulitis esclerosante con signos gene- 
rales en el periodo de invasion y localiza- 
ciones secundarias en la region inguino 
perineal y la porcién baja de los aparatos 
digestivo, urinario y genital. La enfer- 
medad desarrolla en el organismo un 
estado alérgico revelado por una intra- 
dermo reaccién especifica: La Reaccién 
de Frei. 

2. Se hace un resumen de la Historia 
de la Enfermedad en Venezuela. 

3. Se hace un estudio Clinico, Radio- 
légico, Endoscépico de las Rectitis pora- 
dénicas agudas y cronicas. Se insiste 
sobre la gravedad y extensién de las 
lesiones anatomopatolégicas de las Rec- 
titis crénicas estenosantes. 

4, Se insiste sobre la importancia del 
diagndéstico y tratamiento precoz de las 
Rectitis agudas poradénicas. Se pro- 
pone la Colostomia definitiva como el 
tratamiento de eleccién de la Rectitis 
crénicas estenosantes avanzadas con con- 
sideraciones sobre el sitio de preferencia 
y el tipo de Colostomia y se acepta la 
necesidad de una extirpacién amplia del 
recto en ciertos casos rebeldes. 
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Lesions of the Semilunar Cartilage 
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from 1925 to 1941, I have had 

the opportunity to operate upon 
eight hundred and forty cases of semi- 
lunar cartilage lesions. I have continu- 
ously reported in various medical jour- 
nals on my- observations, and have 
endeavored to throw some light on the 
problems arising from this condition. 
On the last occasion, I reported in the 
Journal International de Chirurgie 
(Bruxelles), 1940, Vol. V, No. 2, on the 
technic which I have employed during 
the last few years. In this paper, I was 
able to report on 800 cases with not a 
single post-operative infection. In this 
country, during the last eighteen months, 
I have operated on 40 more cases. It 
is my intention to emphasize in this 
paper some special observations which 
may stimulate further study as well as 
review the progress made in the per- 
formance of this operation. 


p= the last sixteen years, 


PATHOGENESIS 


There is no doubt that this disease is 
being more frequently observed. This 
is not the consequence of a more fre- 
quent diagnosis with the aid of the 
x-ray, but undoubtedly we have to deal 
with an actual increase in the frequency 
of the disease itself. An explanation of 
this fact can be found in the worldwide 
popularity of sports, or uniform mech- 
anical work in which the knee-joint re- 


mains for some time in a particular 
position (mining, etc.). 

In many cases, there definitely exists 
a pure traumatic genesis, but a great 
number of changes in the semilunar 
cartilage do occur for which no certain 
trauma can account. During the last 
few years, I have encountered such cases 
with increasing frequency. What are 
the reasons in support of this view? 

In the first place, we find, on histologic 
examination of a great number of extir- 
pated or resected semilunar cartilages 
marked changes in the ruptured area. 
These changes consist of: 

(a) Round-cell infiltration of various 
degrees, which are not found in the 
semilunar cartilages obtained from ¢a- 
davers of individuals with normal knee- 
joints. 

(b) The presence of wide areas of 
cartilaginous tissue containing no cell 
nuclei. 

(c) The presence of circumscript or — 
diffuse calcifications within the hyaline- 
cartilaginous tissue. 

(d) The presence of small cysts and 
foci of softening within the cartilagin- 
ous substance. 

In my paper in the Arch. klin. Chir., 
144, I have presented photomicrograms 
of the above histologic findings. 

Clinically, there are many cases in 
which no history of a single violent 
trauma, capable in itself of rupturing 
the semilunar cartilage, exists, which 
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fact speaks against an exclusive trau- 
matic genesis of this condition. It is 
hard to believe that small repeated 
traumata can lead to the rupture of the 
semilunar cartilage in the absence of 
any pre-existing pathologic changes. 
Further evidence against a purely 
traumatic etiology is the fact that in a 
series of cases, the condition is to be 
found on both knee-joints. I have ob- 
served this occurrence in approximately 
8 per cent of my material. In numerous 
cases, there is undoubtedly a disposition 
to this disease. Such a disposition can 
be illustrated by the view that the 
articular bodies of the knee-joint in 
individuals living in mountainous 
country are differently formed from 
those of inhabitants in low country 
(Bircher, writing from Switzerland for 
instance). Occupations involving kneel- 
ing as well as repeated small traumata, 
are considered to be predisposing fac- 
tors. (Turner, Mayo-Robson, Annan- 
dale, and others.) 

All these may first cause the above- 
mentioned pathologic changes in the 
tissue-structure, and later, lead to the 
rupture under usual forms. 

At any rate, it should be noted that 
approximately 30 per cent of the cases 
operated upon in my material lack the 
history of a severe trauma, such as 
might be responsible for a complete 
rupture of the cartilage. Even in most 
elaborate experiments on cadavers, it 
is impossible to bring about a rupture 
of the semilunar cartilage. All this con- 
vinces me more and more that most 
ruptures of the semilunar cartilage are 
pathologic fractures, analogous to path- 
ologic fractures in bones in a diseased 
region. Likewise, these changes in the 
cartilagineous tissue seem to take place 
on the basis of pathologic processes 
(Steinman, Roux, and others), such as 
the above-mentioned, the final stage of 


which is then the rupture of the semi- 
lunar cartilage under its various forms. 


DIFFERENCES EXISTING BETWEEN DISEASE 
OF THE MEDIAL AND LATERAL 
SEMILUNAR CARTILAGE 


In my material, the rupture of the 
medial semilunar cartilage is eight 
times more frequent than that of the 
lateral semilunar cartilage. 

On the other hand, large cysts of the 
semilunar cartilage and the ‘‘flying 
knee’’ in my material, as well as in the 
literature, are in the great majority 
of cases to be found in the lateral semi- 
lunar cartilage! This fact has been 
pointed out in various publications 
(Campbell and Mitchell, Ollerensha 
Pandalai, and others); the reasons for 
it, however, are not at all clear. 

The frequency of rupture in the me- 
dial semilunar cartilage is being gener- 
ally explained by the known fact that 
the conditions of its fixation to the cap- 
sule are different from those of the 
lateral semilunar cartilage. I do not 
wish to enter here in more detail on these 
well-known anatomic conditions, which, 
besides, I do not consider to be unob- 
jectionable. Also, if we consider closely 
the conditions of vascular distribution, 
no major differences are to be found 
(Henschen) sufficient to explain this 
fact. 

Furthermore, it should be pointed 
out that in cases of rupture of both semi- 
lunar cartilages we always find that the 
medial semilunar cartilage has been 
ruptured in both knee-joints. 

Of importance, in my opinion, is the 
fact—which I have pointed out in 1927 
(Arch. klin. Chir. 146)—that the me- 
dial semilunar cartilage shows the typi- 
cal picture of connective tissue cartilage, 
while the lateral semilunar cartilage 
of the newborn corresponds to the hya- 
line type of cartilage. Although this 
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difference tends to disappear in 
advanced age, I see in this congenital 
difference in structure the basis for the 
fact that, in later years, the medial semi- 
lunar cartilage is the seat of ruptures, 
while large cysts which may separate 
altogether from the capsule to form the 
‘‘flying knee’? are more frequently ob- 
served in the lateral semilunar cartilage. 

Besides the rupture, both semilunar 
cartilages may be affected through 
chronic traumatic or degenerative con- 
ditions (‘‘Meniscite traumatique,’’ Pau- 
zat, Bonnet, Roux), and thus, lead in 
the final stage to certain separations 
which are similar to ruptures. 


DIAGNOSIS 

The history and clinical findings are 
the most important signs of the disease, 
namely, the rupture of the semilunar 
cartilage. These are too well known to 
be repeated here. In the clinical exam- 
ination, the so-calleld Bragard’s sign 


seems to me to be of importance: the 
medial semilunar cartilage becomes 
more painful on palpation, the exact 
site of the articular space, flexing the 
knee-joint and simultaneouslly rotating 
the leg inwardly. The lateral semilunar 
cartilage becomes more clearly palpable, 
namely, more painful, on flexing and 
simultaneously rotating outwardly. 

The x-ray examination with the aid 
.of air or contrast filling, is in my opin- 
ion superfluous for the diagnosis. On 
the other hand, plain x-ray films may 
show in older persons a calcified or dis- 
located shadow in the articular space, 
which may facilitate the diagnosis. This 
is especially the case when the x-ray is 
taken in a 90° flexion of the knee-joint, 
and the central ray of the x-ray tube 
falls exactlly on the tuberculum inter- 
condyloideum of the tibia. 

I have never performed an arthro- 
endoscopy (Bircher; Michael S. Bur- 
mann, New York). 


The auscultation of the joint, which 
I have tried for a long time, did not 
markedly facilitate the diagnosis. 

The various forms of tear of the semi- 
lunar cartilage can rarely be differen- 
tiated before operation. This is possible 
in some cases in which the rupture took 
place at the anterior insertion of the 
semilunar cartilage, which moves about 
freely in the articular space like a free 
body. It is more difficult to recognize 
the other forms of semilunar cartilage 
rupture (see Henderson). 

Most frequent is the detachment at 
the anterior insertion and especially 
the ‘‘bucket handle’’ tear. Less frequent 
are longitudinal tears and least common 
is the detachment at the posterior inser- 
tion. The two first-mentioned forms 
occur in approximately 70 per cent of 
cases and are the easiest to operate on. 

Accompanying lesions of the knee- 
joint must be recognized, if possible, 
before operation, since these eventually 
may necessitate a change in the plan of 
operation and, furthermore, the prog- 
nosis will be different. 

To-day, it is always possible to recog- 
nize lesions of the lateral ligaments and 
ruptures of the crucial ligaments by 
the abnormal movements in the knee- 
joint on repeated examination of the 
patient—exact observation and com- 
parison with the healthy limb. Practice 
and keen observation will always pre- 
vent one from a faulty diagnosis in 
these cases. 

Greater difficulties are, however, en- 
countered in dealing with the various 
forms of chondropathia, cartilage necro- 
sis, and arthritis, which often accom- 
pany rupture of the semilunar cartilage. 
Inflammation of the corpus adiposum, 
which so often is erroneously diagnosed, 
is very rare. This diagnosis is often 
resorted to when, on operation, the semi- 
lunar cartilage is found intact. 
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The history of the case is in itself 
easily sufficient to distinguish loose 
bodies in the articulation from a rupture 
of the semilunar cartilage. The x-ray 
film may be of assistance in case the 
loose body is calcified. 


INDICATIONS AND TREATMENTS 


The state of events described above 
leads sooner or later to the first derange- 
ment. I never operate immediately after 
this condition has taken place, because 
at this early stage the diagnosis is not 
yet clear and because the first derange- 
ment can always be repaired by itself 
or by certain manipulations. I refer in 
this respect to Charles Pannett. Besides, 
a derangement involving a_ serious 


hemorrhage should not be operated on 
for considerations of asepsis. Should, 
however, the derangement recur once or 
twice, or should the pain in the articular 
space persist for approximately two 


months, thus becoming a hindrance to 
work and movement, there is, in my 
opinion, an indication for operation. 
In the meantime, other possible causes 
for the pain or derangement may be- 
come clinically evident (gradual devel- 
opment of the signs of rupture of the 
crucial ligaments, etc.). In case of a 
sure diagnosis, advanced age is no con- 
tra-indication against operation. Claims 
for compensation are, in many cases, 
put forward only after operation. The 
results of operation seem thus to be 
unfavorably affected. This is, however, 
quite a false impression, and therefore, 
as is so often pointed out, no contra- 
indication against operation. 

In case the semilunar cartilage is 
found to be ruptured, a conservative 
treatment is out of the question. It has 
never yet been proven that, for instance, 
a plaster cast, worn for from four to 
six weeks, can really bring about healing 
of a ruptured semilunar cartilage. This 


is also improbable from a pathologic 
point of view. Good results with a plas- 
ter cast may thus be obtained only in 
cases in which no rupture of the semi- 
lunar cartilage is present. On the other 
hand, it may seriously damage the 
muscles, especially in young persons, 
and lead to contractures which may 
necessitate a long treatment. 

The only rational treatment in cases 
in which the diagnosis is certain is the 
operation. 


REGENERATION OF THE SEMILUNAR 
CARTILAGE AND ITS CONSEQUENCES 


As early as 1929, I was able to demon- 
strate that the removed semilunar car- 
tilage regenerates. This I observed first 
in a case of rearthrotomy and later, in 
a postmortem finding of a patient who 
had been operated on for a rupture of 
the semilunar cartilage and three years 
later died from a duodenal cancer. In 
the meantime, similar regenerates have 
been observed ‘by other authors (Fried- 
erich, M. Burman, and others) and it 
has been pointed out that in these cases 
we have before us a pseudo-regenera- 
tion, i.e., after removal of a semilunar 
cartilage new tissue is formed in its 
place, consisting, however, not of hya- 
line cartliage but of connective tissue. 
The regenerated tissue is thus inferior 
to the original tissue removed. These 
findings are not only of interest to the 
pathologist, but are of importance for 
the clinician. The question thus arises: 
can such a regenerate become once more 
affected? Are such re-affections fre- 


. quent when a disposition is pre-existent? 


Should all be done during the first oper- 
ation to avoid, as far as possible, a re- 
generation? (This could be possible 
through an exact extirpation of the 
‘‘gone of regeneration,’’ according to 
Henschen.) 
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In fact, I have observed—and also 
reported on—some cases in which a new 
meniscus operation was necessary be- 
cause the regenerate ruptured just as 
the original semilunar cartilage had 
done. It should, however, be pointed 
out that, in the large series of cases 
observed by me, this occurrence was 
very rare so that, practically, this un- 
common and interesting process may be 
neglected. Among the hundreds of cases 
which I have followed up, in only six 
did a new rupture of the regenerate 
occur. We may thus overlook all pre- 
cautionary procedures for an avoidance 
of formation of a regenerate. The dis- 
cussion as to extirpation or resection 
of the semilunar cartilage thus becomes 
irrelevant. ? 


REMARKS ON THE TECHNIC OF OPERATION 


I have reported in detail on the tech- 
nic, in a paper on 800 cases in the Jour- 
nal International de Chirurgie, 1940. 
Besides the obvious asepsis, the follow- 
ing seems to me to be of importance in 
this routine operation: a sparing inci- 
sion which should not damage the liga- 
ments or muscles and naturally not 
damage the bone (patella). The incision 
of choice is the short longitudinal inci- 
sion made medially, namely, laterally, to 
the patella (parapatellar) which should 
be located exactly over the articular 
space. The arguments as to other inci- 
sions seems to me of purely historical 
interest. The suspension of the leg on 
the operating table is superfluous be- 
cause it might endanger the asepsis, 
when, during operation, the knee-joint 
should be moved. Special instruments 
(strong traction forceps, meniscotom, 
special retractors) are, in my opinion, 
essential if the operation is to be per- 
formed rapidly and with a small incision. 
I always operate under local anesthesia 
with procain. The technic of operation 


has already been described in detail else- 
where. I never use a tourniquet. The 
local anesthesia is the best means of 
obtaining ischemia. The more one oper- 
ates the sooner does he recognize the 
changes in the semilunar cartilage. Pro- 
longed inspection of the joint during 
operation becomes thus unnecessary, 
especially after previous repeated and 
exact examinations. The technic by 
which the capsule as well as the fascia 
are reunited by a continuous suture, 
the ends of which are led outwardly so 
that later the suture can be removed in 
toto, is, in my opinion, very important, 
considering the irritation of the joint 
and the frequent formation of cysts 
around the sutures. Since ligatures 
are seldom necessary, no foreign body 
is left behind in the articulation, which 
fact is of great importance. 

In 1933, I demonstrated that the fre- 
quent occurrence of a _ post-operative 
effusion into the articular cavity can be 
avoided when, before closing the knee- 
joint, the synovialis in the upper re- 
cessus above the patella is picked up by 
a traction forceps, a hole cut out with 
scissors, and this hole bluntly widened 
upward into the muscular space: ‘‘ Kap- 
selfenster.’’ This takes only few sec- 
onds to perform. By means of this 
procedure, post-operative effusion, 
which previously occurred in 35 per 
cent of all cases, has been reduced to 7 
per cent. I have the impression that in 
the last few years I have succeeded in 
reducing this figure even more (under 4 
per cent). Thus, the mobility of the joint 
returns to the normal much sooner, and 
the muscles likewise regain their normal 
function. This subject has been lately 
discussed by my pupil Schajowicz (at 
present with Prof. Vals in the Argen- 
tine). 

After the operation, the knee is immo- 
bilized on a wooden splint at an angle 
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of approximately 170°. Two days after 
operation, the patient has already 
learned to innervate his quadriceps mus- 
cles. On the third or fourth day, he is 
made to elevate the extended limb. On 
the eighth day, the continuous sutures 
are removed by strong pull, whereupon 
the patient is instructed to exercise 
active flexion of the knee. This should 
never be done forcibly. He will be out 
of bed on the ninth or tenth day. Mas- 
sage only the hip, never the joint itself. 
After 15 to 20 days, most of the patients 
have completely recovered. 

I am aware that I have touched on 
only some of the questions which concern 
the semilunar cartilage problem. At any 
rate, this is a question worth further in- 
vestigation. The matter should not be 
treated mechanically, as is so often the 
case. Various aspects of this problem 
require further study. However, the 
operation for rupture of the semilunar 
cartilage, with its 95 per cent of lasting 
good results, belongs nowadays among 
the most successful interventions in gen- 
eral surgery. 


SUMMARY 


The author presents a study of the 
pathogenesity of the lesions of the semi- 
lunar cartilages, the differences between 
medial and lateral lesions and the diag- 
nosis and indications for treatment. He 
points out that the only rational treat- 
ment after the diagnosis has been made 
is surgical. He also gives a detailed 
account of the surgical technic, the post- 
operative care and discusses the various 
points germane to the subject. 


RESUMEN 


Se hace el estudio de la patogenia de 


las lesiones del cartilago semilunar, de 
las diferencias entre las lesiones medi- 
ales y laterales, del diagnéstico y de las 
indicaciones del tratamiento. 

Kl unico tratamiento racional después 
de que se confirma el diagnéstico, es el 
quirtirgico. Los puntos principales de 
la técnica de la operacién, son los sigui- 
entes: incisidn que no cause daiio a los 
ligamentos, a los misculos ni al hueso 
(rétula) ; la mejor incisién es la longi- 
tudinal corta en la linea media; el em- 
pleo de intrumentos especiales, entre 
otros, pinzas fuertes de traccién, men- 
iscdtomo y separadores especiales; an- 
estesia local con novocaina. El autor 
nunca emplea el torniquete. El cirujano 
experimentado reconoce facilmente las 
lesiones del cartilago semilunar. Es 
innecesaria la inspeccién prolongada de 
la articulacién, sobre todo después de 
haber hecho exploraciones minuciosas. 
Cree el autor que es muy importante 
la irritacién de la articulacién y la for- 
macion frecuente de quistes alrededor de 
las puntadas, pero dado que rara vez 
se necesitan ligaduras, no se deja ningtin 
cuerpo extrafo. Para evitar el derrame 
en la cavidad articular, se levanta con 
las pinzas de traccién una parte de la 
membrana sinovial y con las tijeras se 
abre en ella un agujero. Después de la 
operaciOn se inmoviliza la rodilla con 
tablillas de madera, poco més o menos 
en Angulo de 170°, y después del tercero 
o cuarto dia que empiezan poco a poco 
los movimientos activos o pasivos. El 
paciente se levanta en el noveno o décimo 
dia, y queda curado las mas de las veces 
en quince o veinte dias. El amasamiento 
sdlo se ha de hacer en el muslo y nunca 
en la rodilla propiamente dicha. 
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geon’s concern with the anesthetic is 

a very definite factor. First, he 
wants an anesthetic that is devoid of the 
usual hazards. He wants an anesthetic 
that has been tried and tested and in 
which there is the lowest possible mor- 
tality rate. 

Secondly, he wants an anesthetic that 
will allow him to do his work with the 
least amount of trauma to the tissues; 
that is, he wants relaxation. 


[: EVERY surgical operation the sur- 


Thirdly, he wants an anesthetic that 
will be acceptable to the patient, an an- 
esthetic that they would have no fear or 
dread of taking the second or third time. 

The anesthetic agent I wish to report 
to you on was first introduced in the 
United States in 1934. Pentothal sodium 


is a thio-barbiturate. Its toxicity is 
about the same as evipal but it is from 
30-50% more potent. The most outstand- 
ing features of this compound are that it 
is an ultra short acting barbiturate, with 
an excessive fast destructive rate. These 
two properties make it especially adapt- 
able for anesthetic purposes, because 
when given intermittently and only in 
doses needed, definite anesthetic levels 
may be maintained. It is rapidly broken 
down by the liver and no trace remains 
in the body within a few hours. There is 


*Presented at the International Assembly of the In- 
ternational College of Surgeons, Mexico, D. F., 
August, 1941. 


little or no effect on the blood chemistry, 
hepatic, or renal functions. There is no 
sweating, no loss of fluids. Electro- 
cardiograms taken on normal individ- 
uals and patients suffering with cardiac 
damage during operation showed no 
change. Like all barbiturates it is a 
marked respiratory depressant. The 
rate is not appreciably influenced, but 
the amplitude is decreased as the depth 
of anesthesia is increased. 

Pentothal sodium has been used most 
extensively in surgical procedures in 
which a relatively short operating time 
interval is required, and in which mus- 
cular relaxation is not essential. How- 
ever, Carraway of Birmingham, Ala- 
bama, U. S. A., showed that if oxygen 
was administered throughout the oper- 
ation in sufficient amounts to combat 
anoxemia, major surgical procedures 
could be done with safety using pento- 
thal sodium as a total anesthetic agent. 
In this report, more than 80% of the 
cases were of a major surgical nature, 
and pentothal was used as a total an- 
esthetic agent. 

My comments are made from the 
standpoint of a general surgeon. All the 
anesthetics were given by expert anes- 
thetists who were trained in its use. The 
comments on the action of the drug and 
its administration are from anesthetists 
who have had the widest experience in 
its use in our section of the country. 
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plete satisfaction in laminectomies of 
four hours duration and brain tumor 
operations of even longer duration. 


Pentothal sodium was first used in At- 
lanta 214 years ago. Within the past 
year there has been a 400% increase 
in the use of this anesthetic agent. This 
rapid increase is due to two factors: 

(1) The delightfulness of this anes- 
thetic from the patient’s stand- 
point. 

(2) The safety of the anesthetic agent 
as based on the first one and one- 
half years experience with it. 

The different types of operations in 
the 4400 cases have been tabulated: 





TYPES OF OPERATIONS 


General Surgery 
Gynecology 

G. U. 8 

E. E. N. T 
Orthopedic Surgery 
Neuro-Surgery 
Plastic Surgery 
Oral Surgery 
Thoracic Surgery 


Fig. 1. Photograph showing one anesthetist without 
assistance administering Pentothal and holding the pa- 
tient’s chin up. The drug may be given, drop by drop, 
intermittently, only as needed by simply turning the gear 
wheel. 





Gynecology comprise almost three- 
fourths of the total. Over 80% of these 
operations have been major surgical 
procedures. The ages of the patients 
are from 3 years to 91 years. The ma- 
jority of the cases were in the second, 
third and fourth decades. 12% were be- 
yond the fifth decade. Over 15% of the 
cases were considered fair or poor risks. 
This anesthetic is being given more and 
more frequently to the aged, to the fair 
and poor risks because it is definitely 
felt their metabolic functions are upset 
the least, and their chances of recovery 
are better. It is a God-Send to the aged 
patient. The duration of the anesthesia: 
shortest time, 10 minutes for incision 
and drainage of abscess, longest time, 11 
hours for a brain tumor. 

Pentothal sodium is being used with 
increasing frequency in the Surgical 
Specialties. The Neuro-Surgeons praise 
it most highly, and find that it gives com- 


The safety of Pentothal sodium is due 
to the two factors mentioned above: it 
is an ultra short acting barbiturate, and 
it is rapidly destroyed in the body. Thus 
when given intermittently in drop by 
drop doses it approaches the minute to 
minute controlability of the inhalation 
anesthetics. In major surgical proced- 
ures when surgical anesthesia has been 
reached there is a suppression of respir- 
ation, and to combat the resulting anox- 
emia, oxygen is used constantly through- 
out the operation. Usually 3-4 liters per 
minute will suffice. A B.L.B. face mask 
is adjusted as soon as the patient is 
asleep. It is felt that the continuous ad- 
ministration of oxygen throughout the 
operation is one of the ‘‘musts’’ of 
pentothal anesthesia, both in minor and 
major surgical procedures. 

The problem of administering this 
drug resolved itself into three factors: 

(1) The absolute control of a drug so 

powerful that surgical anesthesia 
can be produced in less than one 
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minute, and where the margin of 
safety may be exceeded by a few 
cce’s or even drops. 

Anoxemia must be combated by 
the continuous use of oxygen 
throughout the operation. 

One anesthetist alone must be re- 
sponsible for the safety of the 
patient. 

A movie will show a syringe holder 
that I devised a little over two years ago 
that has solved this problem to our sat- 
isfaction. 














Fig. 2. Drawing showing 50ce capacity syringe 
holder set up for use. Tension on the movable arm of 
the rack and pinion gear prevents back flow of blood 
into the needle, thus no occlusion of the needle by 
clotting can occur. Saline, glucose, plasma and 
citrated blood may be easily given along with the 
anesthetic by the addition of an ordinary 3-way stop- 
cock either at the needle or at the syringe. 


PREOPERATIVE MEDICATION 


A patient properly prepared takes a 
much smoother anesthetic and the 
amount of the drug necessary to use is 
greatly diminished. A shorter acting 
barbiturate, as nembutal gr. 114 is given 
at 9 p.m. on the night before operation 
and repeated two hours before oper- 
ation. One hour before operation pan- 
topon gr. 1/3 and atropine gr. 1/150 is 
given. Pantopon causes much less post- 
operative nausea and vomiting. Atro- 
pine prevents laryngeal spasm, hic- 
coughs and coughing. 


TECHNIQUE OF ADMINISTRATION 


A 212% solution is routinely used, be- 
cause the margin of safety is much 
greater, and in the last 3000 cases there 
has been no phlebitis, whereas in the 
first thousand, two cases occurred. A 
20 gauge, short bevelled needle, one inch 
long is used. Saline and plasma, if 
needed, will not obstruct this needle but 
if a transfusion of citrated blood is an- 
ticipated during the operation a larger 
needle is used. 








Fig. 3. Drawing showing detailed construction of 


20 ce capacity syringe holder. The syringe snaps 
readily into holder. Note the adjustability in any 
position. 

Our anesthestists no longer ask the 
patient to count while giving the first 
few cc’s of the drug. The patients are 
less apprehensive and they drop off into 
a natural sleep after 5-6 c.c. of the drug 
is given. There is no excitement, no 
struggling. They do not know when they 
go to sleep. The B.L.B. face mask is im- 
mediately adjusted, and oxygen is given 
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continuously throughout the operation, 
3-4 liters per minute will usually suffice. 
The rate and excursion of the respira- 
tions are noted and while the patient is 
being prepared and draped 3-4 more 
c.c’s are given slowly. The skin is then 
pinched and if there is no movement the 
incision may be made. The patient is 
the sole guide to the amount of the an- 
esthetic given. At times it is necessary 
to give 34 to 1 grain before sufficient re- 
laxation is obtained. This amount can 
be given in as short a time as 15 min- 
utes, but once the patient is relaxed, 
very little anesthetic is needed to keep 
perfect relaxation. The first indication 
of more anesthetic agent needed is an 
increase in the rate and depth of the res- 
piration, movement and phonation come 
next. 

Hiccoughs can readily be stopped by 
rebreathing of CO, and oxygen and 
deeper anesthesia. The eye signs are 
insignificant. However, when the eye 
is not focused in the center it is indica- 
tive of light anesthesia. The pulse is 
slow and of good volume. The blood 
pressure usually. drops 8-10 points the 
first few minutes and then regains its 
normal course. There is very little or 
no variation before and at the end of 
the operation. A clear airway must be 
maintained at all times. An airway must 
be used if necessary. The throat reflex- 
es are not abolished immediately and the 
airway can not be inserted until deeper 
anesthesia is established. To insert an 
airway too soon may cause coughing 
and laryngeal spasm. The anesthetic 
agent is given slowly, drop by drop, in- 
termittently, only when it is needed for 
relaxation. As in any other anesthetic 
agent enough of the drug is given to 
produce relaxation. The average dose 
has been 1.5 grams although in several 
cases as much as 4.0 grams have been 
used with no ill effect. When more than 


1.5 grams have been given, and the pa- 
tient appears to be deeply anesthetized 
2 «c’s of a .8% picrotoxin solution is 
given intravenously when the perito- 
neum is being closed. This dose may be 
repeated if necessary before the patient 
leaves the table. Picrotoxin is a specific 
analeptic for the barbiturates. Its ad- 
ministration causes a much quicker re- 
action 


DOSAGE 


Like ether, or any other anesthetic 
agent, this drug must be given in suffici- 
ent amounts to produce proper relaxa- 
tion. Each patient is a problem unto 
himself. I have tabulated the smallest, 
the largest, and average dose in the op- 
erations most usually done. 


DOSAGE IN GRAINS 





Cases Small- Larg- Ave- 
est 
Appendectomy 0.45 
Herniorrhaphy 0.8 
Gastroenterostomy 1.0 
Colon Resection 1.0 
Perforated Peptic Uleer ... aed 
Gastric Resection 1.4 
Thyroidectomy 0.4 
Choecystectomy 1.0 
Hysterectomy iT 
Pelvic and GYN Plastics .. 0.5 
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POSTOPERATIVE CARE 


A nurse should be in constant attend- 
ance to hold the chin up until the patient 
reacts. Hypodermics of morphine and 
pantopon postoperatively should be 
withheld until the patient is moving 
around freely and complaining severely 
of pain. A hypodermic given too early 
causes depression of respiration. 1/6 
grain doses is usually enough. Blood 
pressure is recorded every hour for 3-4 
hrs. and if there is evidence of shock, 
appropriate measures are instituted. 

Prolonged sleep at times will cause 
concern among the patient’s family. 
Picrotoxin 2 ¢.c., of a .3% of a solution 
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given IV every 35-40 minutes will cause 
a response. Metrazol 1-2 «ec. IV will 
also hasten recovery. 


CONTRAINDICATIONS 


The contraindications are becoming 
less and less as we learn more about the 
drug. The patient with marked dimin- 
ished cardiac and pulmonary reserve 
are naturally bad risks. Patients are re- 
covering from emergency operations 
that two years ago would have had no 
chance. Small children from 6-9 years 
of age will sometimes take as large a 
dose as a 150 |b. adult. They sleep from 
18-20 hours, temperature will go to 102 
to 103 degrees. Although no bad results 
have occurred in the few cases observed, 
I feel that some other agent should be 
used. Jaundiced patients tolerate the 
drug well. We have seen no bad results 
when used along with sufanilimide. No 
patient with a full stomach should be 
given this drug, eg. accident cases, 
emerging appendectomies, and_ intes- 
tinal obstruction, until the stomach con- 
tents have been emptied. 


COMPLICATIONS 


Atelectasis. Two cases, both recov- 
ered. 

Drug ideosyncrasies. Four cases man- 
ifested by generalized rash and el- 
evated temperature. Recovery with 
no ill effects. 

Phlebitis. Two cases. Recovery with 


no ill effects. 


MORTALITY 


No deaths have occurred that could be 
attributed to the anesthetic. 


RESULTS OF ANESTHESIA 


This anesthetic agent is ideal from the 
patient’s standpoint. It is 100% satis- 
factory. They drop off into a natural 


sleep they do not remember when they 
go to sleep, they awaken back in their 
rooms as if from a refreshing sleep. 
They will take the anesthetic again and 
again, and will tell their friends about 
it. It is removing the dread and fear 
of the operating room. Postoperative 
nausea and vomiting occur in less than 
5% of the cases. From the surgeon’s 
standpoint all who have used it to any 
extent are very enthusiastic over it. Re- 
laxation depends upon the degree of 
anesthesia. The same relaxation as with 
spinal may be obtained in the upper ab- 
domen as well as in the pelvis. The skin 
remains dry and warm. Not one drop 
of fluids is lost by visible sweating. 

The safety of this anesthetic is in 
direct proportion to the experience of 
the anesthetist giving it. It is a powerful 
drug, the margin of safety is small, but 
adequate, if understood. 


SUMMARY 


Pentothal sodium intravenous anes- 
thesia has been used in 4400 cases as a 
total anesthetic agent. 

This anesthetic agent is ideal from 
the patient’s standpoint. The rapid in- 
crease in the number of cases given in 
the past year in the Atlanta hospitals 
indicate that the surgeons are satisfied 
with the relaxation obtained and the 
safety accorded their patients. 

Penthothal sodium should never be 
given except by an anesthetist trained 
in its use, and who has all the methods 
of combating anoxemia at hand. 

A simple rack and pinion syringe 
holder that simplifies its administration 
is described. 


RESUMEN 


Kn 4400 pacientes se empled como 
tinico anestésico general el pentotal 
sédico por via endovenosa. 
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Este anestésico es ideal en lo que re- 
specta al paciente. El aumento creci- 
ente del nimero de casos en que se ad- 
ministr6é esta anestesia el aiio pasado, 
en los hospitales de Atlanta, Ga., E. U. 
A., indica que los cirujanos estan satis- 
fechos con la relajacién obtenida y con 
la seguridad de la anestesia. 


El pentotal sddico ha de ser aplicado 
siempre por algin anestesista compe- 
tente, que disponga de todos los medios 
para contrarrestar la anoxemia. 

Se describe una jeringa sencilla, con 
su portajeringas. 
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New Prothesis And Surgery 
Towards Prothesis Motion * 


THEODORE J. DIMITRY, M.D., F.LC:S. 
NEW ORLEANS, LA. 


compli’’, it will naturally have an ill 

effect upon the glass eye industry; 
for out of plastics, imitation crystals, 
the rarest of colorings have been pro- 
duced. The Snellen reform eye, blown 
from the cryolith or opalescent glass, 
was much delayed in execution, because 
the artisan experienced great difficulty 
at first, in blowing the glass into a 
double shell eye and only succeeded after 
many trials. The plastics have been 
used for some years for fabricating pro- 
theses. However, none of these sub- 
stances have proved satisfactory; al- 
though attempts have failed, it does not 
mean that these materials cannot be de- 
veloped advantageously. 

The plastics have been known for 
some years and a number of plastic eyes 
have been fabricated. At one time the 
intention was to turn out such eyes en- 
masse. They did not prove satisfactory. 
Fully 15 patents have been taken out 
in the U.S.A. for plastic artificial eyes. 

In March, 1935, James L. Travers of 
Cleveland, Ohio, developed out of vinyl 
resin plastics, an artificial eye of great 
merit. 

Even if the world was informed of 
the composition of the ecryolith glass, a 
demand would still exist for the plastics, 
for such materials can be shaped in con- 
formity with the socket and handled 


|: THE plastic eye is ‘‘un fait ac- 


*Presented at the International Assembly of the 
International College of Surgeons, Mexico City, 
August, 1941. 


without fear of breaking, whereas, glass 
is fragile, demanding the maximum of 
gentleness. The future of the plastic 
prothesis is promising, for many sur- 
geons have sufficient ingenuity to cut 
them out in conformity to the require- 
ments of the socket, whereas, glass once 
blown cannot be altered. 

The surgeon has already provided the 
moving stump for the prothesis to sad- 
dle, but the glass artisan frequently 
limited in anatomical knowledge and 
not familiar with the plastics has been 
unable to make full use of the surgeon’s 
skill. 

The early plastic eyes were made of 
cellulose, either the nitrate or acetate. 
In the former, camphor was employed as 
a plasticizer, and in the latter, vegetable 
oils. I have not had any personal ex- 
perience with the cellulose but when 
studying its properties, I have seen very 
little objection to this material. It is 
sufficiently light, its compressive 
strength all that would be desired but its 
water absorption power probably great- 
er than wanted in an artificial eye. The 
Urea Base Compounds offer many out- 
standing advantages. They give a con- 
siderable degree of translucency with a 
brightness and depth of color superior 
to opalescent glass which is the attrac- 
tive feature of the German glass. These 
plastic substances will withstand 15 to 
30 minutes in boiling water without de- 
leterious effect and show no deteriora- 
tion after three years. 
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The production of acrylic resins such 
as lucite are the climax of a long history 
of chemical research. These resins 
are beautifully transparent, and optic- 
ally perfect. The colors rival cast 
phenolic resins. The material is light, 
the strength all one would want, and its 
water absorption practically nil. To be 
exact, .5% in 168 hours. 

The Poulard and Real protheses were 
of celluloid. As also those of Dessell and 
Lafittee, Steiner, Valois and Bonnelon. 


None of these eyes, as also the glass 
prothesis, was designed for any other 
purpose than to act as a shield. However, 
in 1892, John L. Borach, Philadelphia, 
Pa., May 17, took out a patent No. 
474,808 which provided an artificial eye 
that is susceptible of receiving all the 
movements that are imparted to the na- 
tural eye. This was accomplished by a 
flexible spring. And that of Theodore 
Dimitry of New Orleans, Annals of Op- 
thalmology April 1917, utilized the dif- 
ferent shapes and contours given the 
Snellen eye but on the posterior surface 
there is an opening into the hollow to 
procure a moderate suction by the vac- 
uum that can be produced by having 
repeatedly pressed upon the prothesis. 
He also used a rubber diaphragm 
stretched across the eye, for the same 
purpose, namely, to obtain motion for 
the prothesis. 

The artificial eye reflects the story of 
Pygmalion and Galatea—man carves in 
marble a woman of perfect form, falls 
in love with his handiwork and prays it 
be given life. As regards the artificial 
eye, man has blown of glass a shield to 
fit under the lids, painting to perfection 
the iris, pupil, and the blood vessels 
there on, yet has ever since waited for 
animation. Pygmalion thought his Ga- 
latea perfect. The artisan his artificial 
eye equally so. 

For many years I have labored to ac- 


complish motion for the prothesis and to 
have it move in equal extent with the 
companion eye. My inordinate desire 
to this end during my early days in op- 
thalmology when I was green in judg- 
ment is accountable for my condemna- 
tion of enucleation as unsurgical. .The 
socket this operation left apparently 
could not provide the motion sought. As 
a consequence I contributed my share of 
substitute surgical procedures, but I 
was dissatisfied even with them for the 
substitute enucleation surgery also fail- 
ed to produce orderly motion. However, 
I did not admit that motion for the pro- 
thesis was unobtainable but persisted in 
my efforts and even hitched the pro- 
thesis to a ball that was implanted in the 
sclera; but to no avail; the motion ob- 
tained was at best desultory. Though 
the artificial eye and its position in the 
socket was in range of human observa- 
tions I was not aware that its shape 
balked motion. Because of not discern- 
ing this fact, I worked ineffectively. 

The glass eye of Snellen is thought of 
as a masterpiece. However, with all its 
good qualities, it is but a shield. Then I 
introduced another surgical procedure, 
implanting a colored glass ball after 
evisceration through an opening in the 
sclera leaving the cornea which in time 
thinned and finally the implanted ball 
was extruded, but I continued in my at- 
tempts to obtain motion for the pro- 
thesis. 

The plastics now commonly used in all 
types of endeavors were responsible for 
bringing about newer thoughts. Some 
of these materials possessed the appear- 
ance of glass and in particular, cryolith 
glass from which the artificial eye is 
blown. I became interested in them, my 
motive being to use them to replace the 
secret glass our enemy used in blowing 


‘the artificial eyes. War was on, and I 


knew that the different shapes given the 
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glass eye could be duplicated in this ma- 
terial. As regards obtaining color of iris 
and the depth of the pupil, there was no 
difficulty encountered. The climax came 
when I realized that plastic artificial 
eyes could be. altered in shape, by the 
surgeon familiar with the muscles and 
the tissue of the socket, to achieve the 
object sought. Such qualities in a ma- 
terial opened a long vista of possibil- 
ities. 

With these findings before me, I na- 
turally retracted my earliest comments 
regarding the enucleation surgery, a 
turn about as it were, for after all is said 
and done, fully 90% of condemned eyes 
are enucleated, therefore, it is the enu- 
cleated socket that is in need of the mov- 
ing prothesis and if motion for the pro- 
thesis in the enucleated socket could be 
accomplished motion for the substitute 
procedures could be easily accomplished. 
After enucleating the eye, my first step 
is to adopt to the socket an interim pro- 
thesis made of a transparent plastic and 
shaped like a soup plate with the bottom 
knocked out. The large hole in the center 
permits arranging the muscles and the 
tissues of the socket and the transparen- 
cy of the interim prothesis permits them 
to be arranged advantageously. I was 
cognizant that the old prothesis could 
not be made to move, therefore, I must 
find out if a new design would move. 
The interim prothesis prepared the 
socket to this end. The new designed 
prothesis decided upon was a section 
from a 22 mm sphere, for what was 
wanted was harmonious action with the 
companion eye and if this was to be ob- 
tained, it must of necessity be of its 
spherical measurements. But it was not 
simply a prothesis that was required but 
of equal importance was the need to de- 
cide upon the arrangement to be given 
the muscles in the enucleated socket. 
After some experiment, arrangement for 


the muscles and tissues of the socket was 
determined, however, not unalterably so. 

The interim prothesis is not adapted 
simply to prevent a symphlesphron and 
for stretching tissue but is to further the 
arrangement of the muscles and tissues 
for the permanent prothesis’ motion. It 
is contended that if desired motion is 
accomplished for the interim plate, it 
ean be built upon for the other require- 
ments of the fully developed prothesis. 

My preferred procedure at this time 
for enucleating the eye begins by mak- 
ing a vertical cut in the conjunctiva 
starting at the limbus line and extending 
along the superior rectus into the cul- 
desac. The conjunctiva is now cut in a 
line circumscribing the limbus. The su- 
perior rectus is the first severed, yet cut 
to leave a stump remaining on the 
sclera. The globe is turned down and the 
superior oblique muscle is next severed. 
After the other muscles and the optic 
nerve are cut from the globe, hemorr- 
hage is then controlled. The interim pro- 
thesis is now introduced, and through 
the hole in it, the internal and external 
recti muscles are approximated to the 
best advantage. However, they are not 
as yet sewn together. The superior and 
inferior recti are left distal from one 
another for they are to serve as ex- 
tremes of a vertical scar. The superior 
rectus muscle is well isolated for the 
main body of it is to be sewed to the 
main body of the levator palpebrae 
muscle. There are two reasons for sew- 
ing together these two muscles. The first 
is to provide a unit action for the two 
muscles. The second reason is to in- 
crease the depth of the culdesac. 

Before sewing the two recti together, 
namely, external and internal recti the 
conjunctiva is freed on the temporal 
side from the external rectus so as to 
regulate muscle and tissue to an advant- 
age. The time has not yet come where I 
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am able to utilize the oblique muscles 
advantageously. The interim prothesis 
is now re-inserted, motion tested. If 
satisfactory, the eye is then bandaged. 


The interim prothesis remains until the . 


first dressing. 

The permanent prothesis comes in 
two sections, the scleral part and the 
corneal-iris part. The scleral part is 
similar in measurement to the curve of 
the normal eye. These parts are made 
in various shades with or without the 
tracings of the blood vessels. The pos- 
terior surface may be compared to a 
football stadium—a series of tiers lead- 
ing to a pit. In the plane of the diameter 
corresponding to the upper and lower 
margins of the eye a furrow is cut that 
tapers to the pit and traverses each of 
the steps. The pit, more accurately des- 
cribed, is a circular hole extending 
through the sclerae part. The outer 
portion of the hole will be filled by the 
corneal-iris part. 

The aforementioned furrow is cut 
deeply at the periphery and appears as 
a rounded V cut into the scleral part; 
the cut plays an important role in fitting 
the prothesis. This furrow straddles the 
suturing of the internal and external 
recti muscles and the notch which marks 
the upper extreme of the prothesis fits 
into the angle formed by the now su- 
tured superior rectus and levator pal- 
pebrae muscles and the prongs of the 
V shaped cut project backward over the 
tongue of the superior rectus. 

The prothesis differs from the reform 
eye in that like a cup it fits over the 
muscles of the socket in a definitely or- 
derly manner and is anchored at the 
angle of the superior rectus and the 
levator palpebrae muscles. Remember 
during the suturing of the conjunctiva, 
the external culdesac is made shallower 
whereas the superior culdesac is made 
deeper, therefore, the tendency of the 


artificial eye to twist is reduced. 

It has been pointed out that the fixa- 
tion of the prothesis is in the vertical 
meridian and has no fixation point in the 
horizontal meridian; moreover, it is an- 
chored at the junction of the superior 
rectus and levator palpebrae muscles; 
also, the furrow cut into the posterior of 
the prothesis rests over the point of su- 
ture of the internal and external rectus 
muscles. The fact that the posterior 
surface of the prothesis has been made 
in step formation will prevent the 
muscles from sliding under the pro- 
thesis. 

The prothesis will not be inhibited in 
movement in this horizontal meridian 
since it is free in this meridian but will 
be turned on its vertical axis by the ac- 
tion of the internal and external muscles 
since the suturing of these muscles rests 
in the furrow of the prothesis and other 
portions rest against the steps of the 
prothesis. 

Motion in the vertical meridian is re- 
latively unimportant nevertheless some 
motion may be obtained by the action of 
the lids. 

The above contribution has to say that 
the plastic artificial eye is an accom- 
plishment and may even be superior to 
the glass eye. Throughout the years mo- 
tion for the glass eye has been sought, 
but not obtained; the plastics, however, 
are readily moulded and designed even 
in the hands of the surgeon, therefore 
has made possible an ambition of years, 
motion for the prothesis. <A type of 
surgery to this end is submitted. 


SUMMARY 


The author evaluates in review the 
prothesis and surgery towards prothesis 
motion as practiced today and describes 
original studies, improvement of mate- 
rial and original technic which he has 
devised (plastic artificial eye). 
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Simple Enucleation and Evisceration Unsurgical. . Med. 
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Operation Relegating me of the Eye to Its Proper 
Position. Am. J. Ophth. 1919. 
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SUMARIO 


El autor evalua en revista de protesis 
y cirugia hacia la prétesis de motion 
como es pacticada hoy y describe es- 
tudios originales, mejoramiento de mate- 
rial y técnica original las cuales nosotros 
hemos hecho (ojo artificial plastico). 





Venezuela. 





INTER-AMERICAN EXCHANGE TRAINING 


Professor Herman de las Casas, Dean of the University 
of Caracas, Venezuela, has been appointed Chairman of 
the Inter-American Exchange training activities. Those 
desiring further information please communicate with 
Professor Herman de las Casas, 


Sarria, Caracas, 











Effect of Sympathectomy on Blood Volume in 
Thromboangutis Obliterans 


M. RACHMILEWITZ, M.D., AND M. WOLMAN, M.D.* 


JERUSALEM, PALESTINE 


ILBERT and _ collaborators!:? have 
found that thromboangiitis obliterans 
is usually accompanied by reduction 

in the blood volume. They report an aver- 
age reduction of 22.3 per cent for untreated 
patients and somewhat less for treated pa- 
tients. In 10 per cent of the cases examined, 
however, reduction in blood volume was 
not observed. The findings were corrobo- 
rated by chemical analyses of the blood, 
which showed that Buerger’s disease is usu- 
ally associated with a tendency to hemo- 
concentration. 

On the other hand, Roth and Maclay*® 
concluded that reduction in blood volume 
is not a common feature in cases of throm- 
boangiitis obliterans, and regarded the re- 
duction occasionally seen in their cases as 
insignificant. It is interesting to note that 
the blood and plasma volumes were found 
by these authors to be lower in Jewish pa- 
tients than in Gentiles. 


EFFECT OF ADRENALIN 


Many cases of Buerger’s disease have 
been treated in this hospital (Hadassah Uni- 
versity Hospital) by gangliosympathecto- 
my, sometimes associated with adrenalecto- 
my. The procedure seems to have a benefi- 
cial effect upon the circulation in the af- 
fected extremities and upon the healing of 
the ulcers. It seemed to us of interest to 
determine whether this procedure has an 
effect on blood volume, and whether im- 
provement in the clinical condition is as- 
sociated with an increase in blood volume. 


*From the medical department, Hadassah University 
Hospital. 


The effect of an excess of adrenosym- 
pathetic stimulation on blood volume has 
been studied by several investigators. Hit- 
zenberger and Tuchfeld* found that sub- 
cutaneous injection of adrenalin caused an 
increase in blood volume in 50 per cent of 
their clinical cases. These authors suggest 
that the increase is due to a contraction of 
the great blood reservoirs, especially of the 
liver. Their suggestion is corroborated by 
the observation that adrenalin is without 
effect in cases of liver cirrhosis. 

Brednow® arrived at different results. 
According to his work, subcutaneous or 
intravenous injections of adrenalin cause 
an increase in the number of erythrocytes 
and a decrease in plasma volume. 

Freeman® has found that “prolonged 
activity of the sympathetic nervous system 

. . Injection of adrenalin . . . results in a 
decrease in the circulating blood volume.” 
He concludes that “prolonged vasocon- 
striction of itself results in a loss of blood 
from the circulation.” 

Moon’ gives another explanation for this 
phenomenon; he supposes that adrenalin 
produces anoxia by arterial vasoconstric- 
tion, which in its turn causes atony of the 
capillaries and transudation of plasma. 

Various authors have also studied the ef- 
fect of adrenalectomy and sympathectomy 
on the blood volume of laboratory animals. 
Britton and Silvette® found that blood vol- 
ume in cats is usually reduced after adre- 
nalectomy. Swingle, Vars and Parkins’ 
found that adrenalectomized dogs have a 
decreased blood volume, and mention work 
by previous authors (Rowntree and Brown, 





Table 1.—EFffect of Sympathectomy upon Patients with Buerger’s Disease 
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Wyman, etc.) whose results support a 
similar conclusion. 

The experimental evidence cited above 
does not necessarily bear directly on the 
problem we investigated, since in complete 
adrenalectomy the symptoms resulting 
from removal of the medulla and from re- 
moval of the cortex have not yet been fully 
differentiated. It seems probable, however, 
that the diminishing effect of the adrenals 
on blood volume is due to the cortex.® 

Complete sympathectomy has been per- 
formed on dogs by Wilson, Roome and 
Grimson," who sought to estimate the 
blood volume of dogs by bleeding them to 
death. They did not find any striking dif- 
ference in the blood volume of normal and 
of sympathectomized dogs. More recently 
Hamlin and Gregersen," found that in cats 
sympathectomy causes an increase in blood 
volume amounting on the average to 26.2 
per cent of the original values. 


MATERIAL AND METHODS 


Our clinical material was not selected, 
and consisted of Jewish patients who en- 
tered Surgical Departments A and B of the 
Rothschild Hadassah University Hospital 
for treatment.* In several instances blood 
volume determinations were also made up- 
on sympathectomized patients who suffered 
from diseases other than Buerger’s. 

Blood volume determinations were made 
by the plasma dye method of Keith, 
Rowntree and Geraghty,” using a 1 per 
cent congo red solution.t Determinations 
were first made, as a rule, within the three 
days before operation, and again between 
the tenth and fourteenth days after opera- 
tion, when the effect of operative trauma 
is presumably over. 

It has been our experience, in which we 
are in agreement with previous workers, 
that the congo red method of estimating 


“We are indebted to the directors of the Surgical Depart- 
ments, Dr. Joseph and Professor Mandl, for permission to 
make these determinations upon patients of their wards, 

tCongadom was kindly supplied by “Hillel” (Haifa, Pales- 


tine). 


the blood volume has a range of error of 
+5 per cent. Owing to the fact that the 
patients underwent an abdominal operation 
during the interval between blood volume 
estimations, changes in blood volume of 
less than 10 per cent cannot be considered 
as significant. 

Simultaneously with blood volume de- 
terminations, data as to body weight, red 
cell counts, hemoglobin values (Sahli), and 
hematocrit values (Haden’s method**) were 
obtained. 

The operations performed were lumbar 
gangliosympathectomy at different levels, 
unilaterally or bilaterally, with or without 
adrenalectomy. 


RESULTS 


The results of the determinations are set 
forth in Tables 1 and 2. In all, the investi- 
gation covered 16 patients, 11 of whom 
suffered from thromboangiitis obliterans, 
and 5 from other diseases. The effect of 
twenty operations of the sympathetic chain 
of these patients was observed. On com- 
paring the results in patients with thrombo- 
angiitis obliterans (Table 1) with results in 
patients suffering from diseases other than 
thromboangiitis obliterans (Table 2), it is 
seen that in the former sympathectomy 
generally led to an increase in blood vol- 
ume, whereas in the latter group the effect 
was slight or absent. 

Returning to the Buerger group, it is 
seen that in most cases blood volume was 
reduced preoperatively. The average of 
plasma volume and blood volume per kg. 
in these patients before operation was 34.7 
cc. and 71.6 cc., respectively, while the 
corresponding values in the control group 
were 45.8 cc. and 91.3 cc. In the thrombo- 
angiitis obliterans group plasma volume per 
kg. was reduced, on the average, by 24.3 
per cent, and total blood volume by 21.6 
per cent. 

In some of our cases of Buerger’s disease 
the values of plasma and blood volume per 
kg. were found to be normal (Case G. E., 
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for example, in which the clinical course of 
the disease was very benign). All these re- 
sults agree closely with those of Silbert 
and his collaborators. 

It is apparent that in cases where blood 
volume was markedly reduced, sympathec- 
tomy had a greater augmenting effect on 
blood volume than in those cases in which 
blood volume approached normal levels; 
where it was normal (Case G. E.) sympa- 
thectomy was without significant effect. 

It is interesting to note that in a case of 
Buerger’s disease in which a first operation 
(right high gangliosympathectomy and 
adrenalectomy) caused an increase in blood 
volume to normal, the second operation 
(left high gangliosympathectomy) had no 
additional effect (Case M. Z.). In this case 
the patient returned to the hospital some 
three and one-half months after the first 
operation because of recurring symptoms. 
A blood volume examination then made 
showed that blood and plasma volumes 
were already considerably lower than im- 
mediately after the first operation, although 
still within the normal range. 

In our small group there were no differ- 
ences in the effects of lumbar sympathec- 
tomy when performed at different levels. 
We could not find any parallelism between 
the clinical effect of operation and the ef- 
fect of operation upon blood concentra- 
tion. The time of observation of our pa- 
tients was usually too short, however, to 
justify any conclusion as to the relation 
between the clinical effect of the operation 
and the effect on blood volume. Inasmuch 
as sympathectomy is followed by an in- 
crease in total blood volume, more especial- 
ly an increase in plasma volume, we believe 
that the reduction of blood volume before 
the operation was due to prolonged vaso- 
constriction and diminution of the vascu- 
lary bed. This is supported by the fact that 
the blood volume of a patient in whom the 
volume was normal preoperatively, was not 
affected by sympathectomy. 


SUMMARY 


Blood volume is usually reduced in throm- 
boangiitis obliterans. The average reduction 
of blood volume in 11 patients was found 
to be 21.6 per cent; the average reduction 
of plasma volume was 24.3 per cent. The 
reduction seems to be caused by peripheral 
vasoconstriction, since it is abolished by 
sympathectomy. The increase after sym- 
pathectomy was greatest in patients with 
the lowest initial blood volumes. In patients 
with normal initial values, sympathectomy 
was without effect on blood volume. 
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RESUME 


Effet de la sympathectomie sur le volume 
du sang dans la thromboagidite obliterante 


Le volume du sang est generalement ré- 
duit dans la thromboangidite obliterante. 
La réduction moyenne du volume du sang 
dans 11 malades fut trouvée étre 21.6%; 
la réduction du volume du plasme était 
24.3%. La réduction semble étre causée 
par une vasoconstriction periferique, pui- 
squ’elle est abolite par la sympathectomie. 
L’acroissement apres la sympathectomie 
était le plus grand dans les malades avec le 
plu bas volume du sang initial. Dans les 
malades avec des valeurs initiales normales, 
la sympathectomie était sans effet sur le 
volume du sang. 
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The Management of Acute Cholecystitis 


wave in the treatment of acute 

cholecystitis during recent years 
have convinced many surgeons that this 
problem is still unsolved. 

The tendency has been, as in the de- 
layed treatment of appendicitis, for the 
surgeon, and especially the referring 
physician, to become ultra-conservative, 
and postpone the operation until pre- 
ventable complications have occurred. 

If the morbidity and mortality of this 
surgical condition is to be reduced a 
reasonable and judicious course must be 
adopted. An immediate operation is not 
advisable, a delayed operation is often 
disastrous, but an early operation, after 
proper preoperative examination and 
preparation, is the method of choice. 

The responsibility of the surgeon is 
to judge each case as to its severity and 
act accordingly. The case presenting a 
clinical picture of right upper quadrant 
pain,. slight fever and leucocytosis, and 
moderate muscle spasm, is an entirely 
different problem from the fulminating 
ease of acute cholecystitis, characterized 
by severe pain, high fever, chills, marked 
tenderness and rigidity. In the first 
instance a leisurely course of examina- 
tion, preparation, and treatment may be 
pursued, while in the second, after ade- 
quate fluid and vitamin balance is estab- 
lished, an early operation is definitely 
indicated. 

It has been my experience that the 
chills which occur within a few hours 


Te results of the conservative 


after an attack usually indicate obstruc- 
tion of the cystic duct, whereas chills 
coming on twenty-four or more hours 
later mean increasing cholecystitis, cho- 
langitis and hepatitis. 

Too much dependence is placed on the 
leucocyte count. There is no constant 
correlation between leucocytosis and 
progressive gangrene of the gall- 
bladder. 

Jaundice is not a symptom of acute 
cholecystitis, it is a complication. Wait- 
ing for it to appear, either clinically or 
by laboratory examinations, or if pres- 
ent, delaying the operation until it in- 
creases in severity, is unsound surgical 
practice. 

There are procedures however, which 
are important in guiding us to evaluate 
the exact status of our patients suffering 
with acute cholecystitis. They are (1) a 
careful and thorough clinical history and 
examination (2) complete blood count 
and chemical analyses of the blood, in- 
cluding. blood nitrogen, sugar, serum 
proteins, prothombin time and vitamin 
C level (3) electrocardiogram. These ex- 
aminations can all be done in a few 
hours, while the patient is receiving the 
necessary fluid balance preparation, and 
in no case is the emergency such as to 
omit them or the corrective measures 
necessary which they indicate, such as 
blood transfusion, oxygen therapy, vita- 
min K, vitamin C, and other treatment. 

The operative technique must be in- 
dividualized and cannot be decided until 
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the time of the operation when the con- 
dition of the gall bladder and the adja- 
cent organs are before the surgeon. If 
the diseased gall bladder can be removed 
without hazard to the patient, it should 


EDITORIAL 










be done. However, there are many times 
that a quick operation, with drainage of 
the gall bladder under local or intraven- 
ous anesthesia, is a life saving pro- 
cedure. 

CLARK D. BROOKS, M.D. 
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carry. on unceasingly in pursuit of 
their respective constitutional assign- 
ments, that the interest and enthusiasm 
of the work to be done be maintained, 
and in earnest consciousness of our high 
aims and serious mission we may, from 
day to day, take account of stock with 
gratifying success. 

As in every worth while undertaking 
one can expect resistance, opposition 
and set back, these reactionary forces, 
at times more dilatory, may be virtually 
destructive. It is for us to clearly visual- 
ize our course with firm conviction that 
we are in possession of opportunities to 
be found in the unfolding of our view 
of the gifts of science and to the duty 
we have accepted to pass on to younger 
generations of surgeons, the experience 
of bygone days and the stimulus of in- 
ternationalization of knowledge and re- 
search. 

We are dedicated as never before in 
our national history to the defense of 
our liberty and the implication of this 
unprecedented task calls for abnegation 
and force, in sympathy, loyalty and co- 
ordination with all the agencies in exist- 
ence and with those to be created, to the 
ultimate reality of peace, liberty, spir- 
itual freedom, manhood and culture. To 
secure these attributes we must appre- 
ciate the vitality of the basic principles 
and objectives upon which the Inter- 
national College of Surgeons is founded. 
Our Fellowship can and will play its 
role in providing for the Army and 
Navy’s personnel of the nation such in- 
struction in emergency and war surgery 
as will fit them for maximum efficiency 


Ti United States Chapter and the 


The President’s Page— 


United States Chapter 


in the service. Moreover, civilian med- 
ical protection in morale and prophy- 
laxis will be hugely dependent upon 
medical coordination and equipment and 
here, as well, our organization can plan 
and direct helpful assistance. 

Obstacles may appear in the way, re- 
duplication of activity in the various 
branches of the service may have to be 
adjusted for practical simplification, 
but the fact remains incontrovertible 
that our Fellowship can be of definite 
service in this great national emergency. 

Our International College is singu- 
larly called upon to bring into function 
the educational activities of its mem- 
bership by the plan of the Board of 
Governors and out of this organized 
teamwork, timely assistance can be pro- 
vided wherever the demand may be 
made. It is our duty, our opportunity 
and privilege to place the personnel and 
facilities of our organization, as such, 
at the disposal of the government now 
or at any time if efficient service is in 
the offer. 

A War Council of the Chapter and the 
College has under study ways and 
means by which our resources can be 
placed at the disposal of the govern- 
ment. 

Bear in mind that your Chapter, 
through its Business Office, maintains 
daily contact with the Fellowship ac- 
tivities, giving all possible information 
to applicants desiring affiliation with 
the College. International contacts with 
foreign Chapters and with National Re- 
gents where Chapters are not as yet 
duly organized, are kept up and en- 
thusiastic cooperation is everywhere in 
evidence. 

DestpEerIo Roman, M.D. 
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POST GRADUATE STUDY GUILD, UNITED STATES CHAPTER 


DIRECTOR DIRECTOR EASTERN STATES DIRECTOR WESTERN STATES DIRECTOR NORTHWESTERN STATES 
DESIDERIO ROMAN, M.D. GEORGE S. FOSTER, M.D. CHAS. H. ARNOLD, M.D. JAMES C. MacGREGOR, M.D. 
250 South Seventeenth Street 925 Chestnut Street Terminal Building Medical Arts Building 

PHILADELPHIA MANCHESTER, N. H. LINCOLN, NEBRASKA GREAT FALLS, MONTANA 


THIRD ANNUAL MEETING OF THE PHILADELPHIA GUILD OF THE 
UNITED STATES CHAPTER OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 


This meeting was held December 12, 1941. The 10:00 A.M.—1. Dr. William Osler Abbott—Surgical 
program was as follows: Application of the Miller-Abbott 


Jefferson Hospital—Dr. Thomas A. Shallow Tube : 
Operative Clinic 10:15 A.M.—2. Dr. Jonathan Rhoades—Experimen- 


10:00 A.M.—Dr. Kenneth Fry—Peritoneoscopy 10: M tal and Clinical Use of Coumarin 
99:90 AMl.~De. Then Siation— 0:30 A.M.—3. Dr. Albert Bothe—Studies on the 


1. Gall Bladder Pathogenesis of Carcinoma of the 


2. Carcinoma of the Rectum Ureters. g : 
3. Carcinoma of the Stomach 10:45 A.M.—4. Dr. Robert Brown — Diagnosis of 


Philadelphia General Hospital 1:00 AM—S5 goats and about the Cecum 
2:00 P.M.—Dr. William T. Lemmon—Demonstra- sie iD, TL FAN. 


tion—Continuous Spinal Anesthesia. 15 AM—6 remy s 
University Hospital—Dr. Eldridge L, Eliason 11:15 A-—6. De, Barry MasMamce—-Abéominal 


: ete Aneurysm 
Operative Clinic : . : 
9:00 to 10:00 A.M.—1. Partial Resection of colon 11:30 A.M.—7. an ae aay te ag As- 
2. Thyroidectomy pects of Intestinal Obstruction 


3. Thoracotomy Naval Hospital—Drs. Shaar, Martin and Kreuz 


4, Resection of Sigmoid 10:00 A.M.—12:30 P.M.— 
5, Appendectomy 1. Gastric Resection—Spinal Block 


Guild Fellowship Dinner, Union League Club, Philadelphia 
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2. Cholecystectomy—Continuous Spinal 
3. Excision of Semilunar 
4, Open Reduction Fracture of Olecranon 
5. Reduction Fracture of Os Calcis 
12:30 P.M.—Ward Rounds—Naval Hospital 
Philadelphia General Hospital—2:00 P.M. to 4:00 
P.M.—Dr. Moses Behrend 
1. Lobectomy 
2. Dry Clinic:— 
Total Pneumonectomy for Tuberculosis 
Cases illustrating Thorocoplasty 
; 4:00 P.M. 
Hahnemann Hospital—Dr. Charles P. Bailey 
Thymectomy 
Shriners Hospital—Orthopedic Surgery—Dr. 
Royal Moore 
2:00 P.M. to 4:00 P.M. 
Temple University Hospital—Dr. John Royal Moore 


John 


Follow-Up Clinic of Delayed Reduction 
Method of Treatment of Fractures 
St. Luke’s and Children’s Medical Center—10:00 
A.M. to 12 Noon—Dr. Leonard Averett 
Vaginal Hysterectomies 
Picture Demonstration of the technique of Vaginal 
Hysterectomy 


Dr. Earl B. Craig 
9:30 A.M. to 12 Noon 

1. Subtotal Hysterectomy 
2. Total Hysterectomy 
3. Craig-Benson Technique for Carcinoma of 

the Body of the Uterus 
4, Internal Pelvic Relaxation 

9. 


2:00 P.M. 
Lying-In Hospital—Dr. Clifford B. Lull and Staff 
Operative Gynecological and Obstetrical Cases 





MEETING OF THE HUDSON VALLEY 
GUILD OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 


On December 4, 1941 the Hudson Valley Guild 
of the International College of Surgeons in cooper- 
ation with St. Francis Hospital, Poughkeepsie, New 
York and its’ committee consisting of Doctors’ 
James E. McCambridge, James J. Toomey and 
Richard J. Boyce held a Symposium on Cancer. 
Through the bountiful hospitality of Sister Superior 
Angela and the Sisterhood all the facilities of the 
hospital were placed at our disposal. Over two hun- 
dred physicians from the Hudson Valley and the 
neighboring states of Connecticut, New Jersey and 
Massachusetts attended. The program for the day 
opened with registration in the Main Building of 
St. Francis at 9 A.M. and continued until 6 P.M. 
Luncheon was served with the compliments of the 
Ladies Auxiliary of St. Francis Hospital at which 
Mrs. J. Roosevelt, the President and her auxiliary 
acted as hostesses. The scientific program was con- 
tinued until 6 P.M. after which the staff of St. Fran- 
cis Hospital provided a cocktail hour following which 
dinner was served. 

The first speaker of the morning session was Doc- 
tor George S. Foster of Manchester, N. H. His topic 
was ‘‘Present Status of Malignancy.’’ Doctor 
Charles Muzzicato of New York City, State Senator 
and chairman of the Public Health committee for the 
state, spoke on ‘‘Recent Legislation Pertaining to 
Cancer.’’? ‘‘Breast Tumors’’ were discussed by Doc- 
tor I. Busch, associate surgeon of the New York 
Cancer Institute. Doctor Anatole Kolodny, author 
of a text book on Bone Tumors, spoke on ‘‘ Present 
Status of Bone Tumors.’’ There was an address on 
‘Malignant Renal Tumors’’ by Doctor John Duff of 
New York City, director of Urology at Morrisania 
City Hospital and attending Urologist at Broad Street 
Hospital. Doctor J. J. Toomey lead a 15 minute dis- 
cussion. Doctor Duncan MacPherson of New York 
City, Specialty Regent, Otolaryngology of the Inter- 
national College of Surgeons and consulting Otolaryn- 
ologist at Mid-Town, Bronx and West Side hospitals, 
discussed ‘‘Carcinoma of the Larynx.’’ This was 
discussed by Doctor J. E. McCambridge. ‘‘Gastric 
Carcinoma’’ was the opening lecture of the after- 
noon program and was delivered by Doctor A. A. 
Berg of New York City. Doctor Berg is senior state 
Tegent of the International College of Surgeons, 
Surgeon to Mt. Sinai and Montefiore hospitals, and 


clinical professor of surgery at Columbia University. 
A 15 minute discussion of Doctor Berg’s paper was 
conducted by Doctor I. W. Held of New York City, 
clinical professor of medicine at New York University 
and Bellevue hospital Medical College and attending 
physician at Beth Israel hospital. Doctor Milton 
Bodenheimer of New York City, censor of the Inter- 
national College of Surgeons and attending surgeon 
at the Hospital for Joint Diseases and Sydenham 
hospital also discussed Doctor Berg’s paper. Doctor 
William Watson, associate attending surgeon at Me- 
morial Hospital for the Treatment of Cancer, dis- 
cussed ‘‘Carcinoma of the Thyroid.’’ ‘‘Tumors of 
the Cerebello-Pontine Angle’’ was the topic of a 
talk by Doctor Byron Stookey, specialty regent of 


MRS. J. ROOSEVELT ROOSEVELT 
President of the Ladies Auxiliary of the St. Francis 
Hospital Poughkeepsie, N. Y. 
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the International College of Surgeons, professor of 
Neurological Surgery at Columbia University, an 
director of Neurological Surgery at the New York 
Neurological Institute. The discussion of Doctor 
Stookey’s paper was opened by Doctor James P. 
Kelleher. A paper on ‘‘Cancer of the Rectum’’ was 
read by Doctor Frank C. Yeomans of New York City, 
Professor of Proctology at New York Polyclinic, 
surgeon at Polyclinic hospital and Medical school and 
honorary consulting surgeon of the New York Can- 
cer Institute. Doctor Fred H. Albee, president of 
the International College of Surgeons spoke on 
‘“Massive Resection of Bone Sarcoma with Imme- 
diate Bone Graft Replacement’’ illustrated by colored 
motion pictures. An open discussion was lead by Doce- 
tors Robert Andrews, Milton Bodenheimer and Leo 
Murphy. 

The evening dinner guests included the visiting 
and local surgeons, staff of St. Francis Hospital and 
civic leaders. 





CANCER CONTROL THROUGH STATE 


LEGISLATION 
presented by 
State Senator Dr. Charles Muzzicato, 
Chairman of the Senate Committee on Public Health, 
before a meeting of the Hudson Valley Guild of the 
International College of Surgeons Dee. 4, 1941, at 
Poughkeepsie, N. Y. 

During the last decade there has been increasing 
recognition of the fact that cancer control is a public 
health problem. Prior to 1931, in only two states 
was there a cancer control program operating under 
the auspices of legislative action. Today, eleven 
states have cancer control programs established by 
statute. There are an additional 27 states which 
carry on some sort of activity designed to aid in the 
control of cancer,’ but it is of the eleven states with 
laws that I wish to speak. 

It has been observed that ‘‘In the absence of pre- 
cise and well-authenticated knowledge regarding spe- 


a? 


Part of a group attending dinner on the occasion of the Meeting of the Hudson Valley Guild of the 
International College of Surgeons at St. Francis Hospital, Poughkeepsie, New York, December 4th, 1941. 
Standing rear, left to right, Dr. A. W. Thomson; Charles Gilbert Spross; Dr. James J. Toomey; Dr. Frank 
C. Yeomans, of New York City; Dr. James F. McCambridge, chairman of the hospital’s host committee ; 
Frank M. Doran, alderman-at-large-elect of Poughkeepsie; Dr. Harold A. Benson; Dr. M. Bodenheimer, 
New York City; Dr. Clifford A. Crispell; seated, left to right, Dr. John Duff, of New York City; Dr. George 
S. Foster, Manchester, N.H., Dr. Fred H. Albee, of New York City, president of the International College; 
Dr. Max M. Simon, president of the Hudson Valley Guild; Dr. A. A. Berg of New York City; senior state 
regent of the International College; Dr. Duncan MacPherson, of New York City, specialty regent of the 


International College; City Judge Charles A. Corbally. 
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cific etiology, the basis of cancer control measures 
must necessarily be the relatively lower case-fatality 
obtained when cancer is recognized and treated be- 
fore metastasis has occurred.’ ” 

The action of these eleven states indicates that 
this is a sound basis for a program. Dr. Leonard A. 
Scheele, past assistant surgeon of the National Can- 
cer Institute, found in a recent survey that the broad 
organized attack on cancer today can be divided 
roughly into the four following activities: 

1. Efforts to educate the layman. 

2. Efforts to keep the physician aware of the im- 
portance of constantly looking for cancer in 
his patients, up-to-date in the newer knowledge 
of diagnosis and treatment, and cognizant of 
his ability or his limitations in caring for can- 
cer patients. 

. Stimulation and aid in the organization of treat- 
ment and diagnostic centers and provision of 
direct or indirect public assistance to the needy 
in obtaining adequate care. 

. Research in statistical and fundamental scientific 
fields relating to cancer and in improving diag- 
nosis and therapy.* 

The states with such cancer control programs are 
not widely distributed. These states are: Maine, Ver- 
mont, New Hampshire, Massachusetts, Connecticut, 
and New York in the northeast; Georgia and South 
Carolina in the southeast; Illinois and Missouri in 
the midwest; and Texas in the southwest. Only three 
state programs—New York, Massachusetts, and New 
Hampshire—are more than six years old, and Maine 
and Texas passed enabling legislation just this year.* 

Administratively, cancer control is handled most 
commonly through the creation of a division or com- 
mission of cancer control within the state department 
of health, as in New York State, although a few 
states have set up separate cancer commissions.® 

Turning from this general survey of state spon- 
sored programs to a brief examination of methods 
and objectives in the four lines of activity mentioned 
previously, I have found that education of the laity 
is being carried on through lectures, radio programs, 
movies, pamphlets, posters and other exhibits, arti- 
cles in newspapers and other periodicals, ete. The 
aim of this activity is to get the layman to seek 
medical advice promptly and frequently. Through 
the media listed an effort is being made to substitute 
an attitude of cautious alertness for the all too com- 
mon attitude of ignorance, superstition, and fear 
with which cancer is regarded by the public. Warn- 
ing is given about potential causes of cancer, and 
information is disseminated about those danger 
signals which, if observed, should be brought to the 
attention of a physician. The location and methods 
of admission to, and payment for, treatment facili- 
ties are publicized.® 

These activities are designed to bring the patient 
to the physician. Most of these states also carry on 
programs of post-graduate professional education; 
for we doctors, too, may have much to learn. The 
methods employed here consist of clinics, refresher 
courses, issuance of bulletins, pamphlets, and, in 
Massachusetts, Connecticut, and New York, for ex- 
ample, comprehensive handbooks. ‘‘No State health 
agency attempts to do professional education except 
in close cooperation with, and at the direction of, its 
state Medical Society.’ 

In addition to these educational activities, the 
state control programs attempt to provide adequate 
diagnostic and treatment facilities. All of these 


states have, or plan to provide, free tissue diagnostic 
services. More than 300 tumor clinics approved by 
the American College of Surgeons have been estab- 
lished in the United States.° In New York State, 
outside of New York City, there are 38 tumor clinics, 
approved by the Cancer Control Division of the De- 
partment of Health, which the state has helped to 
establish.” These New York clinics are so distrib- 
uted that one of our legislative commissions was able 
to say in 1939: ‘‘Now no cancer patient will need 
to travel more than 50 miles’’ to use them.” 

Three states have erected separate cancer hospi- 
tals,” and the other states, except for Illinois and 
Maine where the programs are not yet fully estab- 
lished, have followed a practice of aiding in the 
establishment of approved treatment centers in al- 
ready existing public or voluntary hospitals thus 
minimizing the transportation problem.” In all of 
these states the cost of treatment for needy patients 
is borne by the state—alone or with participation 
of the county or municipality of the patient’s resi- 
dence. 

While the three activities already mentioned are 
aimed at treatment and cure, state control programs 
are also functioning along a fourth line—research. 
This work may be summarized briefly: 

One state health department has a biological re- 
search laboratory, and another subsidizes funda- 
mental cancer research in a medical school. Six 
states have other research programs including stud- 
ies of . . . morbidity, mortality, and results of 
therapy, effectiveness of lay and professional edu- 
cation and related statistical subjects.™ 
Because the history of most of these state pro- 

grams is comparatively brief, I have made no attempt 
to evaluate their effectiveness. While programs are 
possible without specific legislation under broad 
health laws existing in most states, there are definite 
advantages in special legislation. Such action (1) 
Focuses public attention on the problem; (2) Desig- 
nates the measures to be taken thereby assuring that 
they will be taken; (3) Obligates the state legislature 
to appropriate the funds necessary to carry out the 
intent of the law. 

It is clear, I think, that much remains to be done. 
New York has probably done more in cancer control 
than any other state, yet, in 1940, approximately four 
times as much money was expended for tuberculosis 
control as for cancer control’. . . not that tuber- 
culosis is getting too much, but cancer control should 
get more. In view of the rising incidence of cancer 
because of better diagnosis and increasing age level of 
the population, more generous appropriations must be 
made. 

We physicians can feel proud of the role we have 
played in this campaign. The National Cancer In- 
stitute points out that ‘‘ Almost without exception 
the legislation already passed was conceived by 
cancer-conscious physicians and was sponsored by 
State Medical Societies.’"" However, we must not 
rest on our laurels. Control programs exist, to be 
sure, but the problem is not yet solved. 

And before closing may I add that while it is be- 
yond question true that there is no place for politics 
in the practice of medicine, cancer and other dis- 
ease control programs of wide magnitude can be more 
effectively carried out if the medical profession would 
take more active interest in politics. It is because 
of this need that I was influenced to accept mem- 
bership in the State Senate. The personal sacrifices 
that we physicians may have to make, by being active 








in our State Government, will be worthwhile if we 
can make some contribution to the cause of public 
health, particularly to the problem I have been dis- 
cussing—Cancer Control Through State Legislation. 


1Scheele, Dr. Leonard A, Present Status of State Cancer 
Control Programs address before American Public Health 


Association Meeting, Oct. 15, 1941 p. 6 

2Report of the New York Legislative Cancer Survey Com- 
mission, (Leg. Doc., No. 64, p. 15.) 

3Scheele, Op. cit., p. 2. _ , 

44 Resume of State Cancer Control Programs, issued by 
National Cancer Institute Feb. 1940. Supplemented to April, 
1941. Scheele is authority for including Texas. 

S]bid., p. 1. 

*Jbid., passim. 

Scheele, Op. cit., p. 8. 

*Resume, passim. 

*Scheele, Op. Cit., p. 9. Y 

Outline Material on Cancer, pub. by Medical Society of 
State of New York, Oct. 1, 1941, pp. 13 and 14._ ‘ 

Medical Care in New York State, 1939, Legislative Docu- 
ment, (1940) No. 91, p. 94. 

2Scheele, Op. cit., p. 9. 

Resume, passim. 

14Scheele, Op. cit., p. 9. 


4 State Cancer Control Laws, National Cancer Institute, no 
ate. p. 1. 

Budget Message, 1941, Vol. I, passim. 

"Resume, p. 1. 
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The officers of the Hudson Valley Guild of the 
International College of Surgeons are: 


Max M. Simon, President 
Harold A. Benson, Vice-president 
Clifford A. Crispell, Secretary 


MEETING OF THE INDIANA STUDY 
GUILD, LC.8. OF JANUARY 21, 1942 


The first meeting of the year 1942 of the Indiana 
Study Guild was held on January 21st, at the new 
Emhardt Memorial Clinic, in Indianapolis, under 
Dr. John W. Emhardt. 

The subject: ‘‘Traumatic Wounds Sustained in 
Combat ’’ was ably presented by Capt. J. L. Lamey, 
M.C., U.S.A. Dr. Lamey brought out some important 
and interesting facts on the effects of modern arms 
on the human body, the types of injury, principal 
points in treatment, diagnosis of shock, employment 
of blood plasma, the use of chemotherapy in wounds, 
etc. An interesting informal discussion followed. 

The Indiana Study Guild is rapidly becoming war 
conscious and is swinging into the spirit of military 
surgery, recognizing that from now on and for some 
time to come we will be called upon to perform ser- 
vices for our country and for the defenders of our 
country. For this type of service, we must be fully 
prepared and ready. 

In Indianapolis we are fortunate in having a 
group of medical officers stationed at Fort Benja- 
min Harrison, headed by Col, J. W. Bowers, F.I.C.8., 
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who are cooperating fully with the Indiana Study 
Guild and are bringing to us up to date information 
on the advancement on military surgery. 

Simon Reisler, M.D. 

Secretary Indiana Study Guild 

International College of Surgeons 


MINUTES OF THE FIRST 
ORGANIZATION MEETING OF THE 
WYOMING GUILD OF THE 
INTERNATIONAL COLLEGE OF 
SURGEONS 


The organization Meeting was held at the Glad- 
stone Hotel, Casper, Wyoming, on February 8, 1942, 
at 10:00 A.M. The meeting was called to order by 
the Senior Regent, Dr. W. Andrew Bunten of Chey- 
enne, Wyoming. The Senior Regent discussed the 
organization of the College in detail bringing out 
important points as given in the Constitution and 
By-Laws in order to review for the Members and 
prospective Members present the purpose of the In- 
ternational College of Surgeons. Following the dis- 
cussion by the Senior Regent the meeting was thrown 
open for discussion and a number of questions were 
asked by the Members and prospective Members 
present. 

Dr. Harvey suggested that, inasmuch as the Senior 
Regent had worked assiduously in organizing the 
College in Wyoming it should be his honor to 
be the First President of the Study Guild. Dr. Bunten 
stated, however, that he did not want to hold any 
office at the present time inasmuch as his work as 
Senior Regent would occupy a great deal of his time 
and he would prefer that the various officers be 
elected from the other Members of the Group pres- 
ent. Following this suggestion Dr. H. L. Harvey of 
Casper, Wyoming, was nominated and duly elected 
to the Presidency; Dr. Victor R. Dacken of Cody, 
Wyoming, was nominated and duly elected to the 
Vice-Presidency; and Dr. Lial 8. Anderson of Wor- 
land, Wyoming, was nominated and duly elected to 
the office of Secretary-Treasurer. Each of the above 
officers accepted the office to which they were elected 
and agreed to serve to the best of their ability during 
the coming year. 

It was decided that the first Study Guild should 
be held in Casper, Wyoming, this being a central 
point in the State, and the best time to hold the 
meeting would be immediately following the National 
Meeting of the College in Denver, Colorado. Inas- 
much as the Senior Regent wished to discuss certain 
matters pertaining to the first Guild Meeting with 
some of the National Officers suggested that we 
tentatively plan to hold the meeting at the place 
and on the date above mentioned, the final date 
and type of meeting to be determined after further 
correspondence with the Director of Guilds. 

Lial 8. Anderson, M.D., 
Secretary-Treasurer, 
Wyoming Guild, I.C.S. 


MEETING OF THE NEBRASKA GUILD 
OF THE INTERNATIONAL COLLEGE 
OF SURGEONS 
‘‘The Nebraska Guild will hold their semi-annual 
meeting in Lincoln, Nebraska during the month of 
April. The exact date and place will be announced 

and programs will be sent in due time. 






—— — ~~ 





GUILD ACTIVITIES 


The Dr. T. F. McCarthy endowment at the Creigh- 
ton University Medical School under which members 
of the College may do research is being used by a 
good number of the affiliates in Nebraska. This is a 
very fine opportunity and we are glad several are tak- 
ing advantage of it.’’ 


JOINT MEETING 
WISCONSIN CHAPTER 
INTERNATIONAL COLLEGE OF 
SURGEONS 


‘ AND 
MILWAUKEE SOCIETY OF CLINICAL 
SURGERY 
Tuesday, March 24th, 1942 
OPERATIVE CLINICS— 
ST. LUKE’S HOSPITAL 9 A.M. to 1 P.M. 
Surgery 
J. J. Adamkiewicz R. E. Galasinski 
W. J. Carson J. G. Garland 
G. 8. Flaherty J. J. Gramling, Jr. 


Eye, Ear, Nose and Throat 


B. F. Churchill E. M. Rice 
F. J. Schubert 


Obstetrical Surgery 
R. W. Roethke Elmer Gramling 
Bone and Joint Surgery 
John Dieterle 
J. F. Zivnuska 
Urological Surgery 
W. M. Kearns Robert Erwin 
Luncheon at the University Club, 1:15 P.M. 
Afternoon Program 2:30 P.M. 
Karl Schlaepfer Samuel Higgins 
. V. I. Brown 
Dinner at 6 P.M. 
Desiderio Roman, President-elect, International 
College of Surgeons, Guest Speaker 


THE FLORIDA POST GRADUATE STUDY 
GUILD OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 

The initial meeting will be held March 13, 1942, at 
the Flamingo Hotel, Miami Beach, Florida. Dr. Fred 
H. Albee and Anthony Joseph Mendillo will be among 
the speakers. 


L. D. Smith 


Ralph Gowdy, M.D., 
Secretary-Treasurer, 
Florida Post Graduate Study Guild 


CHEMOTHERAPY IN SURGERY 


Sir John Fraser comments on the role of 
Chemotherapy in relation to ‘‘ Wound Infec- 


tion and Accidental Wounds,’’ in the Edin- 
burgh Medical Journal (Vol. XLVIII, No. 12, 
December, 1941) as follows: 

‘¢«There is great and unceasing interest in the value 
of the sulphonamide compounds as prophylactic 
media. Comments are accumulating; they are both 
enthusiastic and disparaging, but on the whole the 
impression is growing that certain of these com- 
pounds when introduced into accidental wounds offer 
valuable protection against infection. A variety of 
these substances is available—sulphanilamide, sulpha- 
thiazole, sulphapyridine, sulphadiazine, sulphamethy]- 
diazine, sulphanylguanidine, sulphacetamide—and so 
active are the chemists that new compounds are con 
stantly being added to the already considerable list. 
It seems that when these compounds are placed in an 
infected wound their anti-bacterial action is exerted 
in two ways, a bactericidal or bacteriostatic effect 
upon the organism and a stimulus of a tissue non- 
specific defence mechanism. The most effective com- 
pound will be that which exerts its influence along 
both these lines in the most marked degree, and re- 
search is proceeding to establish with accuracy the 
value of the respective substances. 

During the past two years I have applied one or 
other of these drugs to all accidental wounds and to 
many types of surgical wound where infection cannot 


be avoided. I am satisfied that on a general basis the 
procedure has outstanding value, the difficulty being 
to discriminate and to choose the drug which is most 
effective. My knowledge on this important point is 
incomplete, but the impressions are crystallising. The 
preparations of which I have most experience are 
sulphanilamide, sulphapyridine, sulphathiazone, and 
sulphacetamide, and my appreciation of their values 
is as follows. Sulphanilamide is uncertain in its local 
bactericidal effects except in streptococcal infection, 
where it is effective: it is not associated with any 
degree of reaction in the tissue defence mechanism. 
Sulphapyridine is more effective in its bactericidal 
effects, but it appears to act as a local irritant in a 
degree which inhibits the local defence mechanism 
of the wound. Sulphathiazole is bactericidal to both 
streptococci and staphylococci: its effects on the 
clostridia are uncertain. In its effects on wound 
tissue there is a moderate degree of reaction, but a 
significant feature is the stimulation of a foreign 
body reaction which undoubtedly increases the local 
defence mechanism. Sulphacetamide (Albucid soluble) 
is an efficient bactericide, its solubility is a particu- 
lar advantage, its application is associated with a 
transudate of fluid from vessels and tissue which has 
a valuable effect upon the wound, while it appears to 
stimulate the development of the wound defence 
mechanism. All things considered, my choice lies be- 
tween the sulphacetamide and sulphathiazole with a 
leaning towards the former.’’ 





BOOK REVIEWS 


Functional Pathology: Leopold Lichtwitz, M.D. 
Chief of the Medical Division of the Montefiore 
Hospital; Clinical Professor of Medicine, Colum- 
bia University, New York. Cloth, 567 pp., 167 
illustrations. Dollar 9,75 Grune and Stratton, 
New York. 


ROGRESS in medical Science today is charac- 
terized largely by the development of specialized 
knowledge. We are therefore apt to approach 
with a certain degree of skepticism a book, which in 
the limited space of 567 pages proposes to deal with 
all the important problems of functional pathology. 
The thought that such a book cannot be much more 
than a textbook for students, similar to those on 
general pathologie anatomy, is not unjustified. How- 
ever, a study of this book will soon dispel such 
doubts. It will bring home to the reader the im- 
portance of a synopsis at a time when medical 
science is absorbed in specialized study of individ- 
ual organs. Succint though this presentation is, 
the author manages not only to give in detail our 
present factual knowledge and its significance in 
the light of clinical experience, but he touches, 
with particular incisiveness, on the problems 
still shrouded in obscurity. Perhaps, the greatest 
merit of the book is that in addition to presenting 
mature and critical knowledge it also formulates 
new research problems which will prove stimulat- 
ing to research workers in the laboratory as well 
as in the clinic. The author commands international 
literature and his historical observations which 
preface each chapter are particularly worthwhile. 
The surgeon will find particularly interesting the 
chapters on ‘‘Functional Pathology of the Thyroid 
Gland’’ ‘‘Mechanism of the Manifestations of 
Graves’ Disease and the Interrelations between the 
Thyroid and the other Endocrine Glands’’ ‘‘ Mech- 
anism of Defense’’ ‘‘Goiter,’’ ‘‘Iodine Therapy in 
Thyroid Disorders’’ ‘‘Hyperthyroidism’’ ‘‘ Mech- 
anism of Arthritis’’ ‘‘Mechanism of Calcification 
and Decalcification’’ ‘‘Essential Hypertension’’ 
‘‘ Angiospastie Diathesis. Migraine.’’ 
The rest of the book is equally worth reading. 
The book is written in clear and simple language, 
and in a fresh, direct style. The make-up of the 
book is good, though some of the illustrations might 
well be replaced by better ones. 


Surgery of the Heart. By E. S. J. King, M.D., M.S., 
D.SC., F.R.C.S. (England) F.R.A.C.8., Honorary 
Surgeon to Out-Patients, Royal Melbourne Hos- 
pital. Pp. 728 with 266 Illustrations. $13.50. 
Baltimore, Williams and Wilkins Co. 1941. 


HIS monogram written by a surgeon with an 
excellent knowledge of physiology and pa- 
thology describes in Section one—Embryology, 


Anatomy, Comparative Anatomy, Physiology, Pa- 
thology, Radiology and Electrocardiography. 

In Section two, the treatment of cardiac diseases 
is divided into 3 parts, (1) General methods of sur- 
gical approach and the various principles on which © 
they are based; (2) Experimental work; and (3) 
The various diseases and their treatment. 

The observations made on pathological material — 
and experimental surgery with clinical cases at the 
University of Melbourne was presented as the Jack- 
sonian Essay of the Royal College of Surgeons in 
1938. d 

King gives an excellent description of all the © 
operations thus far used on man with a fair ap- | 
praisal of the results, collected from the World’s 
literature. 

With the increasing interest in the ‘‘ Disease of © 
Doctors’’ and the frequency of injuries to the ~ 
heart in War, this book is an excellent addition to © 
every surgeon’s library. 

W. J. Carson 


Synopsis of Genitourinary Diseases, by Austin L. 7 
Dodson, M.D., F.A.C.S., Third Edition, with 112 © 
Illustrations. Published 1941, C. V. Mosby Com- ~ 
pany, St. Louis. 


HIS book is exactly what it purports to be, a — 

synopsis of genitourinary diseases,—but it is a | 

good synopsis. The author has succeeded in ~ 
saying much in very few words and has covered | 
considerable ground within the limits of a pocket 
size volume. 

As no attempt has been made to describe tech- © 
nical or surgical details, the volume evidently is 
intended for the special use of students and general © 
practitioners and it serves the purpose admirably, | 
The present volume is the third edition published | 
in eleven years, which is a good indication of its 
quality. 4 

Changes have been made throughout the book, but 
mainly in the chapter on the etiology of urinary © 
calculus, to conform with the latest developments | 
in this field. Likewise the new chemotherapeutic — 
agents of the sulfonamide group have been given | 
appropriate attention. The volume is a conserva- 
tive review of our present knowledge of urology | 
brought up to date. 

The typography is good throughout but somewhat 
difficult because of its compactness. There are few 
typographical errors, mostly unimportant, but the 7 
dosage of ammonium chloride, ‘‘15 to 20 grams 4 7 
times a day’’ (page 52), is likely to prove embarras- 7 
sing to the physician who follows it literally. For- ’ 
tunately the error is corrected on page 111, where | 
grains instead of grams are correctly stated. : 

On the whole, however, the book is a safe and © 
useful guide and does credit both to the author and © 
his publisher. 

A. L. Wolbarst 








